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FOREWORD 


Will the inception of the volume for 1933 it becomes the pleasant duty and, indeed, privilege of 

the Editorial Board of the Canadian Medical Association Journal to wish our readers a Happy 
New Year. Last year we expressed the hope that they would be prosperous as well. How far this 
hope was fulfilled each must judge for himself. Happiness is undoubtedly linked up with prosperity 
in the case of most of us, and so we reiterate our good wishes.and our hope. Lovers of Dickens will 
remember Mr. Dick in David Copperfield, who could not write anything without getting King Charles’ 
head into it. So now, it is difficult to avoid using the word “‘depression.’’ The New Yorkers, we are 
told, have devised a way of avoiding the word, probably as a protective mechanism. They refer to 
it as the ““W.K.”’ that is, ‘“‘well-known.’’ We are thankful for one thing under the circumstances, 
and that is that the Journal has not suffered as much as we feared it would. We have carried on much 
as before. The Journal has not changed specially, except for some curtailment in size, and the interest 
of our members seems to be well sustained. We still are receiving offers of many articles, much to 
our satisfaction. Possibly our contributors have more time just now for literary effort. Or, it may 
be that the standing of our journal is such that it is attracting in greater numbers those who have 
something to tell the world. We prefer the latter explanation. The result is that we have to apply 
the pruning-hook a little more vigourously than before. However, this need not deter any who feel 
inclined to climb the slopes of Parnassus. 

Last year, the Journal had a good deal to say on the subject of Health Insurance and State 
Medicine (so-called), and these topics are by no means exhausted. We also published a series of articles 
dealing with the treatment of disease by physical agencies. These were of a general, somewhat 
introductory, character, dealing with the fundamental principles in physics which are involved. This 
year we intend to continue the series, but with attention to direct practical application. A number of 
experts from outside Canada will contribute to this series. Then, we intend to pay special attention 
to the matter of Medical Education. This is a subject which is at the present time occupying the 
attention of many countries, as well as the League of Nations. It is evident that there are many 
who are not disposed to cry ‘‘Peace, peace’ when there is no peace. Many of the points being dis- 
cussed are of fundamental importance, and Canada is not without her own problems in this particular. 
Questions such as these, which we had thought settled, are coming up again.—Are the universities 
turning out men properly equipped for present-day practice? What is the best preliminary education? 
How best can the basal sciences be linked up with the clinical branches? Should medical students 
be allowed a certain latitude in their choice of the courses provided? When should an intern year be 
taken? How can overcrowding of the profession be prevented? And many others. The Journal 
will welcome letters from its readers on these and like questions. A number of outstanding education- 
ists, as well as some general practitioners, have promised us articles. 

The cancer problem is now attracting much attention in Canada, and certain of the provinces 
are taking the first steps looking to the study, the earlier diagnosis, and the more efficient treatment of 
this dread disease. We shall have something to say about this. 

Finally, our readers can assist us by constructive criticism, by sending news of interest, by con- 
tributing case reports and articles; research workers in Canada can get prompt publication in our 
journal of important discoveries; and Canadian authors can get notices of their work if they send us 
review copies of their books. We welcome the new-comer, also, into the realm of medical literature. 
All can help. 

In spite of the depression the slogan of this Foreword is ‘‘Forward.”’ A.G.N. 
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DISEASES OF THE DUODENUM AND THEIR TREATMENT* ; 


By Donatp C. BALrour, M.D., 


Rochester, Minn. 


‘THE most common lesion of the duodenum is 

an inflammatory process which exhibits wide 
variations. In one instance the inflammatory 
reaction is so slight as to be scarcely detectable 
by the eye, and in another an excavating ulcer 
is two or more centimetres in diameter and has 
penetrated through the wall of the duodenum 
and deeply into the head of the pancreas. The 
incidence of such inflammatory processes can 
only be conjectured. It is known, however, that 
they are ten times as common as inflammatory 
lesions of the stomach. Robertson has shown, 
in a careful search, that scars of such processes 
can be demonstrated at necropsy in about 18 
per cent of cases. Adding to this the fact that 
sl:ght inflammatory reactions of the duodenum 
can disappear without scarring, it is safe to say 
that the inflammatory processes of the duodenum 
represent the most common intra-abdominal 
disease. 

Inflammatory lesions of the duodenum are 
practically confined to the first two centimetres 
below the pylorus. Lesions seldom extend dis- 
tally into the first portion of the duodenum. 
Still more rarely do lesions involve the ampulla 
of Vater, and inflammatory processes beyond 
this point are almost unknown. The restriction 
of peptic ulcer to the first portion of the duo- 
denum has been the subject of much discussion 
and no entirely satisfactory explanation has 
been given. The same factors which give rise 
to gastric uleer are probably responsible for 
duodenal ulcer, and the vulnerability of the 
duodenum, as has been pointed out, is due to 
the fact that this segment is similar to the 
stomach in so many respects. The multiplicity 
of lesions found in eases of long-standing chronic 
duodenal ulcers is one of the characteristic 
features of the disease. The duodenum, both at 
operation and at necropsy, frequently shows 
many scars and the contractions which have 
followed their healing. Robertson has mentioned 


*An Address given at the Sixty-second Annual 
Meeting of the Canadian Medical Association, Toronto, 
June 20 to 24, 1932. 


the duodenum as the battle ground of inflam- 
matory processes, and he has found at necropsy 
that 22 per cent of duodenal ulcers are multiple. 

The type of inflammatory lesions of the duo- 
denum varies as markedly as do the symptoms 
and the clinical manifestations of the disease. 
A typical duodenal ulcer is similar to a gastric 
ulcer in that its base is composed of dense 
fibrous tissue with the retraction of muscularis 
and it is fixed to the submucosa. The size and 
shape of duodenal lesions show wide variations. 
The more extensive lesions are linear and 
stretch transversely across the posterior wall of 
the duodenum; more commonly, however, the 
lesions are circular and all are generally dis- 
tinct. In some instances the ulcer extends en- 
tirely through the wall of the duodenum and 
the base is on or in the substance of the 
panereas. There is always a distinct increase 
in the number of Brunner’s glands, with marked 
fibrosis between the lobules, and always marked 
lymphoeytie invasion throughout all the coats 
of the duodenum. In the mucosa are to be 
found plasma eells, eosinophiles and a large 
number of polymorphonuclear leukocytes. Well- 
brock has pointed out that in the less chronic 
conditions there is great activity of glandular 
epithelium, as evidenced by the presence of re- 
generative cells and many mitotic figures. 

The reverse of this picture is the localized 
inflammatory reaction of the.wall of the duo- 
denum, the clinical significance and treatment 
of which have been the subject of much con- 
troversy. Inflammation of the wall of the 
duodenum may be so mild as to be entirely 
localized in the mucosa, and in general the 
process of inflammation is the same as in the 
ease of true duodenal ulcer. However, the 
musculature is not involved, but because of the 
similarity of the inflammatory process to true 
ulcer it is fair to assume that there is a definite 
relationship between duodenitis and duodenal 
uleer, and that chronic duodenitis is a pre- 
cursor of duodenal ulcer and as such deserves 
the same attention as do the early symptoms 
of any other chronic disease. 
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The cause of inflammatory lesions of the 
duodenum is a complex problem. The char- 
acteristic manifestations of duodenitis would 
suggest strongly that the disease is of bacterial 
origin. It is a common observation that acute 
ulcerations of the gastric or duodenal mucosa 
may be associated with acute infectious diseases 
and localized infectious processes. The work of 
Rosenow certainly suggests that the infections 
are based on elective localization of strepto- 
cocci. Acute ulcerations are readily produced 
experimentally by intravenous injections of 
various pathogenic organisms, and it is prob- 
able that these acute erosions are exceedingly 
common in adult life. It is in the inability of 
these inflammatory processes to heal and dis- 
appear that the real cause of chronic peptic 
uleer probably must be found. Although the 
cause of chronicity is not understood and in 
all probability is dependent on several factors, 
we know that there are two requirements for 
chronicity—local injury, and an acid gastric 
juice. 

Local injury apparently is easily produced, 
and the hypotheses commonly accepted on the 
subject are those that refer the injury to 
infectious, toxic, circulatory, mechanical, or 
neurogenic causes. If the significance of these 
hypotheses is evaluated it again becomes 
apparent that a combination of factors prob- 
ably is necessary. Aschoff believes that in- 
jury through the circulation, and the anatom- 
ical arrangement of the arteries of the lesser 
curvature of the stomach, of the pylorus, and 
of the duodenum, support this hypothesis. 
These arteries are end-arteries, tortuous, anas- 
tomosing infrequently, and are subjected to 
powerful and repeated constrictions by inter- 
lacing contracting muscle fibres. Under such 
conditions, circulation is easily disturbed, and 
spastic contractions of these vessels result in 
local ischemia which may be the starting point 
for digestion by hyperacid gastric juice, and 
consequent ulceration. Von Bergmann stated 
his belief that gastric spasm is dependent on 
hypertonicity of the vagus, and it is Durante’s 
belief that central psychic stimuli caused a 
change in the normal vasomotor tonus, which 
might result in rupture of the walls of small 
arteries. 

The mucosa and submucosa of the ulcer- 
bearing area of both stomach and duodenum 
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differ from those of the non-ulcer-bearing 
areas. The texture of the submucosa of the 
former, as Aschoff pointed out, is firmer, the 
muscularis mucose is better developed, and the 
mucosa is thicker, more adherent, and during 
peristalsis is under considerable tension. A 
localized inflammatory area of mucosa asso- 
ciated with these characteristic features would 
not heal as readily as would a similar lesion in 
mucosa which is loosely attached and thrown 
into numerous folds. 

The hypothesis that ulcer is due to inflam- 
mation has been emphasized in recent years by 
Konjetzny and other German investigators, 
who consider the gastritis and the duodenitis 
which are common accompaniments of ulcer to 
be precursors of the actual lesion. Another 
factor which is necessary in the production of 
chronie ulcer is hydrochloric acid. All ob- 
servers agree in this, for the most constant 
single factor in peptic ulcer is hyperchlor- 
hydria. Treatment, whether medical or sur- 
gical, is based largely on this fact, and the 
success of treatment is in direct ratio to 
the success with which the hyperchlorhydria 
can be permanently controlled. In addition to 
clinical evidence supporting this view, experi- 
mental investigations show that the elimina- 
tion of acid-control by diverting alkaline 
mechanism will create ulcers similar in every 
respect to those seen in man, 

Mann and Williamson united the jejunum to 
the end of the stomach and diverted the 
duodenal secretions to the terminal ileum, thus 
producing ulcers in 90 per cent of the animals 
operated on. Mann stressed the mechanical 
and chemical factors in the production of 
duodenal ulcers as follows: (1) the force 
of the impingement of the gastric content 
against the intestinal wall; (2) the inter- 
ference with the mechanism by which the 
gastric content is passed along the intestine. 
thus exposing the mucosa for a longer time to 
the action of the gastric juice; and (3) the 
corrosive action of the hydrochloric acid. 
The same factors prevent the ulcer from heal- 
ing, since the newly-formed epithelial cells are 
constantly being swept away. 

Morton, in a study to determine the healing 
power of lesions in different situations, found 
that in the normal dog areas from which 
mucosa had been excised healed rapidly. If, 
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however, the acid alkali balance and the empty- 
ing time of the stomach were disturbed by 
the institution of surgical drainage at the 
time the areas of mucosa were excised a marked 
difference in healing was noted; the lesions on 
the greater curvature healed rapidly, whereas 
those on the lesser curvature developed into 
chronic ulcers. Morton noted similar results 
after making jejunal transplants to the greater 
and lesser curvatures. 

In summing up the clinical and experimental 
evidence as to the cause of ulcers two necessary 
factors may be noted: (1) local injury to the 
mucous membrane, whether mechanical, septic 
or from infective emboli, bacterial or non- 
bacterial toxins or a neurotrophic disorder ; and 
(2) the corrosive digestive and _ irritative 
qualities of the gastric juice. 

The manifestations of inflammatory lesions 
of the duodenum are as varied as are the 
lesions. The well-known syndrome of uncom- 
plicated duodenal ulcer is pathognomonic of 
the disease, the sequence of food-ease-pain- 
food-ease-pain being typical of no other condi- 
tion except that of an organic lesion of the 
stomach or duodenum. The cause of distress 
which is associated with peptic ulcer has been 
the subject of much controversy, and it is now 
well recognized that the symptoms are not 
synonymous with the disease, but are due to 
the disturbance in gastric function which the 
disease sets up. The symptoms, therefore, 
are those of hyperperistalsis and intragastric 
spasm in turn, caused by the irritation present 
in the duodenum. Ingestion of food relieves 
the hyperperistalsis. The severity of the symp- 
toms in uncomplicated ulcer varies strikingly. 
It is not uncommon, as Eusterman has pointed 
out, for an ulcer to be completely silent until 
serious hemorrhage or perforation has oc- 
curred, and the reverse may be true, in that 
an uleer may be associated with severe dys- 
pepsia, without the development of complica- 
tions. The second characteristic of a typical 
inflammatory lesion is the intermittency of the 
symptoms. There is as yet no satisfactory ex- 
planation for this phenomenon. There is little 
doubt that the alternating p: esence and absence 
of symptoms is not necessarily connected with 
activity of the inflammatory area, and it is a 
common observation that patients suffering 
acutely from duodenal ulcer can be relieved of 


symptoms immediately by a vacation or even 
by planning a vacation. The intimate relation- 
ship, therefore, between symptoms of ulcer and 
the sympathetic nervous system is clear. 

Duodenal ulcer differs from gastric ulcer in 
that the local inflammatory process in the duo- 
denum without ulceration is much more likely 
to produce symptoms than is a similar type of 
lesion in the stomach. As a matter of fact, it 
is doubtful if a gastric ulcer produces symp- 
toms until it has extended into the serosal coat 
of the stomach, a point emphasized by Moynihan 
in his early writings. It is an interesting fact 
that the uncomplicated disease is not necessarily 
accompanied by ill health. Many patients with 
extensive inflammatory lesions of the duodenum 
are exceedingly well nourished, robust, and are 
usually industrious. 

The three major complications of inflam- 
matory lesions of the duodenum are perforation, 
hemorrhage, and obstruction. Ulcers of the 
perforating type usually develop in a portion 
of the duodenum where they are protected either 
by the gastrohepatic omentum, the gastrocolic 
omentum, or by the head of the pancreas. Only 
if an ulcer is on the anterior wall, where per- 
foration is a catastrophe, is prompt closure 
required to save the life of the patient. Per- 
forations vary greatly in extent and activity. 
They usually represent a type of lesion the 
symptoms of which cannot be controlled except 
by surgical interference. The protected perfor- 
ation can usually be diagnosed from the fact 
that the pain, previously associated with the 
lesion, becomes more severe and has a wider 
radiation than if the lesion has not perforated. 

Hemorrhage occurs in about 20 per cent of 
the cases that come to operation and in about 
8 per cent of cases in which duodenal ulcer is 
diagnosed. Hemorrhage from duodenal ulcer 
is usually manifested by melena only; in a small 
percentage of cases the blood is both vomited 
and passed by bowel, and most rarely is vomit- 
ed only. <A single hemorrhage is rarely fatal. 
Death from hemorrhage is usually due to re- 
peated hemorrhages, and yet this also is rare 
in duodenal ulcer. The most serious hemor- 
rhages are those from lesions of the posterior 
wall of the duodenum, not only because of the 
greater blood supply but because the posterior 
wall is more fixed and therefore is less able to 
contract. The bleeding is not always from the 
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ulcer itself, but from the congested tissues 
about the ulcer, with resultant oozing which is 
not associated with any actual erosion of a 
vessel, The liver and spleen, or both, may be 
significant in the production of hemorrhages, 
and extrinsic causes of hemorrhages must al- 
ways be considered, even though a lesion can 
be demonstrated in the duodenum. It is most 
important to remember, however, that in by 
far the majority of cases of gastro-intestinal 
hemorrhage there is some inflammatory condi- 
tion in the stomach or duodenum. It is an 
interesting clinical fact that hemorrhage in 
eases of duodenal ulcer is usually followed by 
a long period of remission of symptoms. In 
those cases in which hemorrhage is the most 
dominant feature, the symptoms being mild or 
entirely lacking, the diagnosis rests on the 
roentgen ray and on the fact that the most likely 
cause is a lesion of the stomach or duodenum. 
Obstruction in some degree is a complication 
in about 18 per cent of cases in which operation 
is performed. This may develop in any part 
of the first portion of the duodenum and is 
usually due to the searring resulting from at- 
tempts at healing, but in many cases the ob- 
struction is due to edema from a temporary 
exacerbation of the inflammatory process. The 
latter type is amenable to intensive medical 
treatment. Obstruction, whatever its nature, 
is prone to recur, and constitutes the most 
logical indication for surgical interference. 
Uleers of long standing, particularly when 
multiple, may be associated with great de- 
formity, one of the most common being pouching 
of the duodenal wall on both the superior and 
inferior borders of the duodenum, producing a 
characteristic dumb-bell-shaped duodenum. 


It is well known but unexplained that duo- 
denal ulcer, regardless of size or chronicity, 
shows little if any tendency to become carcino- 
matous. It is in this respect that it differs so 
strikingly from ulcer on the gastric side of the 
pylorus. 


The diagnosis of inflammatory lesions of the 
duodenum has become as accurate as the diag- 
nosis of any intra-abdominal disease, partly 
because the symptoms of the disease are usually 
characteristic, and partly because of the ability 
of the competent roentgenologist to demon- 


strate by direct and indirect signs the presence 
of inflammatory conditions. 


DIVERTICULA OF THE DUODENUM 


These lesions are congenital or acquired, and 
it is generally recognized that the tendency to 
diverticulosis exists as a congenital anomaly, 
but that it is not seen until late in life. Pan- 
ereatic cells of an embryological type in the 
wall of the duodenum produce weakness in the 
wall and are the basis of the formation of 
diverticula. It is possible, too, that a local area 
of inflammation may precede the weakening of 
the wall, but this is doubtful, inasmuch as the 
inflammatory conditions in the duodenum are 
largely confined to the first portion where 
diverticula are rarest. They are seldom demon- 
strated in early life, and usually occur after 
middle life. 

Diverticula of the duodenum are rarely sig- 
nificant from a surgical standpoint, since there 
is little evidence to indicate that they may be, 
of themselves, responsible for symptoms. They 
are recognized by visualization, by roentgen 
rays, at the operating table, or at necropsy, and 
the condition cannot be regarded as a clinical 
entity. 

The frequency of diverticula of the duodenum 
is much disputed because it varies with the 
method of visualization. In roentgen-ray ex- 
aminations of the stomach and duodenum, made 
as a routine, diverticula will be reported in 0.9 
per cent. Spriggs reported 38 of 1,000 diverti- 
cula of the duodenum in consecutive roentgeno- 
logical examinations. In a study of 51 cases, 
he noted their distribution as follows: 2 per 
cent in the first part of the duodenum; 60 per 
cent in the second part; 30 per cent in the 
third part; and 8 per cent in the fourth part. 
Diverticula have been found at necropsy in 
about 3 per cent of the cases in which a par- 
ticular search was made for them by injections 
into the duodenum. The infrequeney with which 
diverticula may be detected at operation is shown 
from the fact that in 1,478 operations for ulcer 
of the stomach and duodenum in The Mayo Clinic 
in two years the presence of diverticula was 
noted in 13 eases (0.87 per cent). This number 


does not represent the cases in which diverticula 
may have been demonstrated before operation by 
roentgen rays, since many such diverticula are 
caused by bulging or pouching of the duodenum 
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secondary to the contraction of scarring asso- 
ciated with ulcer. Pouchings of this organ are 
not classified as diverticula by the surgical staff 
at the clinic. 


BENIGN TUMOURS OF THE DUODENUM 


The rarity of benign tumours in the duo- 
denum, and the fact that they do not necessarily 
produce symptoms, are the chief reasons why 
they are so seldom encountered in surgical 
practice. They may be overlooked and they 
are easily removed; thus they are of signifi- 
eance clinically and of interest from a surgical 
standpoint. Henderson and I reported 6 cases 
observed at the clinic, in which a diagnosis of 
benign tumour of the duodenum was made. 
Two of the tumours were myomas; 2 were 
adenomas; 1 was an adenomatous polyp; and 
1 was a hemangioma. In all but 1 of the 6 
cases the symptoms seem to have been accounted 
for by the presence of the tumour. The most 
significant symptom was hemorrhage, which was 
severe in 4 of the 6 cases. In one of these, how- 
ever, the hemorrhage was afterward proved to 
have been due to other causes. 

Five of the 6 patients complained of in- 
digestion. In 3 of these, the picture had 
simulated that of peptic ulcer. In only 1 case 
was definite obstruction present. This is in 
sharp contrast to the condition usual in the 
presence of benign tumours elsewhere in 
the small bowel. As a rule such tumours first 
attract attention by producing obstructive 
symptoms. The tumour was ulcerated in 3 of 
the 6 cases; in 2 of these 3 cases hemorrhages 
were severe. 

A diagnosis of benign tumours of the duo- 
denum can be made only by the roentgen ray. 
Unless the tumours are large, however, it is 
difficult to visualize them on account of the 
rapid passage of the medium through the small 
bowel. Two of the tumours in the series were 
diagnosed as such by the roentgen ray. 
Although gross gastric hemorrhage or melena 
should suggest the possibility of benign tumour 
of the duodenum, other intragastric and duo- 
denal lesions which may have produced it are 
so much more common that this is indeed a 
remote possibility. I have not known of such 
a tumour having undergone malignant de- 
generation. 


CARCINOMA OF THE AMPULLA OF VATER 


The incidence of carcinoma of the ampulla of 
Vater shows that it is, fortunately, a very rare 
disease. It is of particular importance as a 
clinical entity because of the necessity of 
differentiating such a lesion from stone in the 
common bile duct and from eareinoma of 
the head of the pancreas. The clinical feature 
of carcinoma of the ampulla is jaundice, its 
sequele, disease of the gallbladder, and in some 
cases chronic constipation. Mueller believes 
that the most common cause for such a lesion 
is ulceration in the duodenal mucosa at the 
papilla and that the chief symptom is jaundice, 
except in eases in which ulceration of the 
lesion permits a channel to form through it for 
the passage of bile. The close proximity of the 
posterior wall of the duodenum to the right 
kidney may result in injury to the duodenum, 
with formation of a duodenal fistula. W. J. 
Mayo early pointed out that if such a complica- 
tion is present the fistula could be repaired 
by abdominal operation closing the opening in 
the duodenum and reinforcing the closure with 
surrounding omentum. 


CONGENITAL STENOSIS 


This condition of the duodenum is fortunate- 
ly rare, but some very striking cases have been 
described of complete, or partial, stenosis at 
about. the level of the ampulla. In some cases 
of incomplete obstruction, the evidence of 
obstruction did not occur until some time after 
birth. In one ease, that of a child aged twelve 
years, on whom I operated for this condition, 
the lumen of the duodenum was about two- 
thirds closed and gradually increasing obstruc- 
tion with vomiting had developed. 


TREATMENT 


It is safe to say that all diseases of the duo- 
denum are primarily medical and secondarily 
surgical. This applies not only to the inflam- 
matory lesion but to the more rare conditions 
of duodenal stasis, tumours and diverticula. 
In the treatment of diverticula of the duo- 
denum it is not advisable to carry out extensive 
dissection of a diverticulum if it has been 
visualized by roentgen rays in the second part 
of the duodenum. My experience with the 
results of amputation, invagination, or plication 
of a diverticulum in this situation has not been 
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such as to lead me to believe that it is a 


necessary or wise procedure. In one case 
a diverticulum was so large as to permit anasto- 
mosis between it and the upper part of the 
jejunum. 

In the surgical treatment of carcinoma of 
the ampulla of Vater, Walters has resected the 
tumour with reimplantation of the common bile 
duct into the duodenum in a considerable 
number of cases, thus offering the patient the 
only chance for cure. In some cases permanent 
cure was obtained, and, at least, operation 
greatly ameliorated the symptoms. The re- 
moval of tumours of the wall of the duodenum 
is indicated only when they produce symptoms. 

In the treatment of duodenal ulcer it is 
important to remember that, as such ulcers 
never become malignant, it is only when the 
symptoms become uncontrollable by other 
means that surgical intervention is indicated. 
This is the fundamental basis of treatment of 
all lesions of the duodenum at present, but 
it is quite possible that such treatment will be 
modified to the extent that surgical treatment 
of inflammatory lesions may develop to a point 
of efficiency in which earlier operation can be 
carried out with cure of the disease.. The 
general principles of medical treatment of such 
lesions are more or less fixed, and its success 
is dependent on the degree to which the factors 
producing the symptoms can be controlled. 
The point of attack in controlling these factors 
is in the regulation of the secretory function 
of the stomach, and this is accomplished in 
rather simple fashion, on the principle of rest 
and the dilution of acid by alkali. If regula- 
tion is established and control can be main- 
tained, inflammatory lesions in the duodenum, 
provided they are uncomplicated, are prone to 
heal. Fogelson has recently suggested the use 
of mucin as a more efficient and physiological 
method of reducing the hydrochlorie acid. 

The chief difficulty in medical treatment is 
in maintaining conditions favourable to healing. 
In a certain percentage of inflammatory lesions 
the most careful and exacting medical treatment 
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may fail, and it is very important to recognize 
that the more complete the failure, the more 
likely is surgery to bring about a good result. 
It is now generally recognized that the treat- 
ment of perforations of all types, of obstruc- 
tion, and of hemorrhagic ulcer is far more 
efficiently accomplished by surgical measures 
than by medical. The selection of cases of un- 
complicated lesions for medical or surgical 
treatment is based as far as possible on the 
probable course of the diseasé in the individual 
case. The great problem in the treatment of 
duodenal ulcer is in predicting the permanence 
of the response to any form of treatment. In 
certain cases the disease exhibits marked 
chronicity and an inveterate tendency to recur, 
regardless of any type of treatment. The rather 
general impression of what constitutes sound 
surgical treatment is that the disease should be 
controlled as well as possible along conservative 
lines, associated with insignificant operative 
risk in the hands of competent surgeons. In 
those few cases in which there is a high tendeney 
to recurrence, if further operation becomes 
necessar¥, one can still advise or carry out more 
radical procedures. It is only under rather ex- 
ceptional circumstances that a disease which is 
not likely to be fatal would justify the opera- 
tive risk of partial gastrectomy, which is about 
five times that of a conservative procedure. 

The end-results of the combined treatment of 
this chronic inflammatory process will show that 
considerable progress has been made in its 
control. My experience has been that the per- 
centage of complications from duodenal ulcer 
is steadily decreasing, which probably means 
that there is more intelligent understanding of 
the disease and of its treatment. On the other 
hand, it is quite possible that the disease itself 
is changing in character. In every respect dis- 
eases of the duodenum provide a rich field for 
investigation. In all probability the explana- 
tion of the frequency of inflammatory lesions 
will be found to rest largely on a physiological 
basis. 
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[N the wake of the war epidemic encephalitis, 

or encephalitis lethargica, ‘stalked across 
Europe and America, stopped awhile, and 
stalked again a few years later and left behind 
it an army of broken men, tremulous, emotional 
and crippled, but the disease itself apparently 
vanished, and in this country at least its acute 
phases are no longer seen, but, strangely enough, 
other types of encephalitis crop up from time 
to time, reminding one of the gibe of Bernard 
Shaw at doctors, when he said that after the 
employment of antityphoid vaccine in the army, 
typhoid was said to have disappeared, but a 
strange new disease called para-typhoid sud- 
denly became common. 

It has always seemed strange that an organ 
so large, so active, so vascular, and so important 
as the brain was not more often the subject of 
inflammation. When we compare it in this 
regard with the lung or the heart, the bowel or 
the kidney, we realize how rarely the term 
‘‘encephalitis’’ appears in medical writings 
alongside of ‘‘pneumonitis’’, ‘‘endocarditis’’, 
‘“enteritis’’ or ‘‘nephritis’’. This line of thought 
would raise at once the question of the specific 
resistance of organs against various types of 
infection, but that is another story. 

What I venture to bring forward now is quite 
another and a much more everyday matter—a 
purely clinical one, which has to do with diverse 
types of encephalitis, using that term in its 
broadest sense, and with some of the problems 
of diagnosis which these types present. 

We all recall the varied clinical forms which 
the one disease, epidemic encephalitis, assumed 
in the days of its prevalence, and we are now 
confronted with the fact that an encephalitis 
may occur from many infectious agents. It has 
been shown to be due for example to mumps, 
measles, smallpox, vaccinia, diphtheria and to 
anti-rabies inoculation. It has appeared also as 


*Read before the Section on Medicine, Canadian 
Medical Association, Toronto, June 23, 1932. 


the prominent clinical manifestation in certain 
infections of unknown etiology. 

It has been shown that the histological ap- 
pearances of certain forms of encephalitis are 
similar where the infecting agents are not the 
same, and, conversely, when the infecting agent 
is the same the clinical features may differ 
widely. For these reasons it appeared useful 
to bring before you a number of instances of 
encephalitis of various types, various both in 
cause and in appearance, which may illustrate 
if they do not clarify the problem. 

The eases here presented would have greater 
interest if they were clothed in flesh rather 
than in words, but I will try and make the 
words as few as will carry the sense. 


CASE 1 


A. H., female, aged 21, was admitted to the 
Montreal General Hospital on February 19, 1932, in 
delirium. Friends stated that she had been in bed for 
a week with ‘‘grippe,’’ and was said to have been 
spitting blood. Two days before admission she had 
vomited and had three convulsions and since then 
had been irrational. 

Personal and family history—Her own previous 
history was negative, but three half brothers and her 
father’s first wife had died of tuberculosis. 

Physical examination.—She was altogether irrational 
and chatted to herself and addressed irrelevant remarks 
to people about. She spoke in a quiet voice, showed no 
violence, but if left to herself wandered all around the 
bed. Apparently she suffered from no headache. The 
pulse was 130 per minute; temperature 103°; blood 
pressure 115/90. The throat, chest, abdomen and pelvis 
were negative. The blood count showed red blood cells 
4,500,000; white blood cells 26,600; hemoglobin 100 per 
cent; polymorphonuclears 89; lymphocytes 11 per cent. 
The urine showed a trace of albumin. Blood urea 14 
mgrm. per 100 c¢.c.; creatinin 1.51; sugar 0.153. The 
blood Wassermann and spinal fluid Wassermann tests 
were negative. 

The cranial nerves were normal and the ocular 
fundi negative. There was no paresis. The reflexes 
were normally present and no abnormal reflexes were 
made out. There was no Kernig’s sign and the neck 
was very slightly stiff. 

The following day she drifted into complete coma, 
with incontinence, and marked retraction and stiffness 
of the neck and a positive Kernig sign appeared. She 
became much cyanosed and died on the third day in 
hospital. 

Lumbar puncture on two occasions showed clear 
fluid, with a pressure of 200 mm. water. Globulin was 
present and 240 and 300 cells, all lymphocytes, were 
found. The sugar content was 0.1 per cent. No 
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choroidal tubercles were seen in the eye grounds and no 
tubercle bacilli were found in the cerebrospinal fluid. 
Cultures from the blood and spinal fluid were negative. 
An x-ray of the chest was negative. Faut de mieux, a 
tentative diagnosis of tuberculous meningitis was made. 

Autopsy.—The lungs showed some cdema and 
congestion, the kidneys moderate cloudy swelling, but 
all other organs except the brain and spinal cord showed 
no abnormality. The dura showed no lesion except an 
underlying increase of vascularity over the right tem- 
poral region. The surface of the right temporal Iobe 
was softer and of a pinkish hue. The spinal cord 
showed some increase of vascularity over the dura. 
There was no meningeal exudate, and in particular there 
was no evidence of tuberculosis. 

Sections taken from various areas in the cortex, 
from the cerebellum, brain stem, medulla and cord, all 
showed thickening of the meninges and a round-celled 
infiltration and the vessels were engorged. In the brain 
substance there was vascular engorgement with small 
groups of perivascular small round cells; in some areas 
perivascular collars were distinct. (See Fig. 1). The 





Fic. 1—Case 1. Fulminating encephalitis. Collar 
of cells around a cerebral vessel cut longitudinally. 
These cells are chiefly lymphocytes, with a few larger 
mononuclear cells, and are confined chiefly to the 
Virchow-Robin’ spaces in the adventitia. The peri- 
vascular space of His is dilated and on the upper side 
of the vessel the inflammatory cells are escaping into if. 


spinal cord proper was free from lesion but the extra- 


meningeal tissue and the nerve bundles showed profuse 
round-celled infiltration. 

This case is regarded as a fulminating encephalitis 
of unknown origin. : 


CASE 2 


A young man of 19, previously healthy except for 
mild hay fever and skin sensitiveness, was admitted to 
the Montreal General Hospital on September 16, 1930, 
with headache, painful wrists and night sweats. He had 
felt tired and lost weight during August but had kept 
at work. For several days before admission he had had 
fever, headache, and lassitude, and had had pain and 
swelling in both wrists and in one knee. 

He was admitted under the suspicion of typhoid 
fever and the temperature ranged at first from 102° to 
104°. His leucocyte count was 6,000 but all other 
evidences of typhoid—blood-culture, Widal, enlarged 
spleen, ete., were absent. The agglutination test for 
Br. abortus was negative. 

The initial headache disappeared in a week, and for 
several days, though the fever persisted, he felt well, 


but five days later became drowsy and his headache 
returned, and there was some twitching of the right face 
and arm, and later a moderate Kernig’s sign with some 
resistance of the neck appeared. Lumbar puncture 
showed a clear fluid with a pressure of 200 mm. of 
water; globulin was present and 60 cells, all mono- 
nuclears, were found. A moderate positive Von Pirquet 
reaction was present. The blood picture was normal; 
the blood chemistry was normal, except for a slight 
elevation of the sugar to 0.129 and 0.133. 

For a time the tentative clinical diagnosis was 
tuberculous meningitis, but the fever came down, the 
headache disappeared, and after a slow convalescence, 
recovery was complete. 

Blood cultures and smears and cultures of the 
cerebrospinal fluid were negative for organisms and the 


presumptive diagnosis was encephalitis of unknown 
etiology. 


CASE 3 


E. S., aged 17, female, was admitted to the 
Montreal General Hospital on February 28, 1931, com- 
plaining of dizziness, poor vision in the right eye, 
buzzing and deafness in the right ear, drowsiness, head- 
ache and failing memory. 

Personal history.—Negative, except for mumps one 
year previously. 

Present illness.—Dizziness and headache appeared 
rather rapidly four weeks before admission. This onset 
was followed by pain over the right eye; next some loss 
of memory and mental dullness appeared; next marked 
dimness of vision in the right eye with diplopia, and 
later buzzing in the right ear. 

Examination.—On examination the temperature was 
normal. She was emotional and rather slow mentally. 
Vision was impaired in the right eye to 6/60, and the 
field was concentrically limited and the dise showed a 
marked papillitis. The vision in the left eye was 6/24 
and the dise was very sharply outlined. There was a 
lateral nystagmus to right and left. Hearing was im- 
paired in the right ear. There was a slight defect in 
the motor power in the left arm and leg, with increased 
deep reflexes on that side, with a left Babinski reaction 
and absence of the left abdominal reflex. There was no 
sensory disturbance but there was quite definite swaying 
on attempting to walk. 

Lumbar puncture gave a clear fluid with a faintly 
positive Pandy reaction, and 11 cells to the ¢e.mm., all 
lymphocytes. The pressure was 150 mm. of water, 
rising to 200 mm. on jugular pressure. The blood 
chemistry and blood and cerebrospinal fluid Wasser- 
mann tests were negative. The blood-count and the 
x-ray of the skull were negative and a Von Pirquet 
reaction was insignificant. 

A tentative diagnosis of a right cerebello-pontine 
angle tumour was made, but under observation her 
vision improved, the papillitis practically disappeared, 
memory returned, and three months later her objective 
examination was negative. On discharge the condition 
was regarded as an acute encephalitis possibly initiating 
a disseminated sclerosis. 


CASE 4 


A man, aged 59, was admitted unconscious to Doctor 
Montgomery’s care on August 14, 1930, from aboard 
ship. 

” Mhsiey of illness.—Eight days before admission he 
had been seized by severe headache; the next day he 
became partially unconscious at dinner, and had been 
‘<sleepy’’ for the remainder of the voyage. There was 
no vomiting and he had been able to take nourishment. 

Examination.—He had slight fever and was semi- 
comatose. He would answer ‘‘no’’ or ‘‘yes,’’ but would 
again sink into torpor. The pulse was 70, the vessel 
walls normal, and the blood pressure 108/80. A degree 
of spasticity developed in the arms and legs but with no 
abnormal reflexes. Some tremor appeared in the hands 
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and some twitching about the mouth. The ocular fundi 
were normal and lumbar puncture showed a normal fluid 
and normal pressure, and the blood and urine showed 
no abnormality. A bronchopneumonia developed and he 
died on the 21st day of his illness, with a tentative 
diagnosis of encephalitis lethargica. 

Autopsy.—The brain showed no gross lesion, but on 
section softened areas were found in the thalamus which 
showed marked perivascular collars of lymphocytes ex- 
tending in some vessels almost in to the intima. Similar 
areas, but less extensive, were found in the anterior pole 
of the temporal lobe, in the right basal ganglia, and also 
in the parietal lobe. No lesions were found dorsal to 
the basal ganglia. 

This would appear to have been a subacute de- 
generative encephalopathy with secondary reaction about 
the blood vessels. (See Fig. 2). 





Fic. 2.—Case 4. Subacute degenerative encephalo- 
pathy. Margin of area of softening in the brain. In 
the lower half the brain tissue is well preserved; in the 
upper half the brain tissue is considerably disintegrated 
and packed with compound granular cells. In the centre 
of this area is a dilated blood vessel with a narrow cuff 
of inflammatory cells of the lymphocytic type. The 
central. dark mass is blood. 


CASE 5 


A boy, aged 11 years, who had been well and strong 
up to the onset of this illness, was brought into the 
Montreal General Hospital unconscious on August 11, 
1928. 

Personal history.—He had had mumps, measles and 
chickenpox in infancy; otherwise his history was nega- 
tive. 

History of iliness—The parents stated that he had 
been suddenly seized with a severe headache on a Sunday 
night and that this had continued throughout Monday 
and Tuesday and was accompanied by vomiting. On 
Wednesday morning he became unconscious and was 
brought to the hospital. 

Examination.—When seen he could be partially 
aroused, but would not answer questions. He lay on his 
left side with his head bent forward and both hips and 
knees flexed. He was restless and every five minutes 
or so would throw himself about in bed. The pupils 
reacted sluggishly to light; the left was somewhat dilated 
and there was ptosis of the left eyelid. The eyes were 
kept partially open and responded but little to stimuli. 
No disease was found in the ears or in the mastoid 
regions, and there was no sign of head injury. The 
ocular fundi were normal. 

There was some spasticity of both arms and legs, the 
neck was somewhat rigid and Kernig’s sign was slightly 


present. The abdominal reflexes were absent, the knee- 
jerks were present, and a well defined bilateral Babinski 
phenomenon was elicited. On the following day the 
knee-jerks could not be obtained. There was incon- 
tinence of both urine and feces. On admission, there 


‘ was herpes on both lips. The pulse rate was 90; the 


respirations 16 and the temperature, which was 100.2° 
on admission, rose steadily to 107° before death, two 
days later. 

The right arm and leg developed a marked degree 
of spasm and a lateral nystagmus appeared. Later the 
spasm passed into flaccidity and complete unconscious- 
ness developed. Respirations became more rapid and 
dullness and rales appeared at the bases of both lungs. 
For some time before death the head and eyes were 
turned toward the right, and both pupils became much 
contracted. Lumbar puncture on two occasions gave a 
clear fluid, not under tension, containing no cells, and 
giving only a faint reaction for globulin and a negative 
reaction for sugar. Culture of the fluid was negative. 
Blood examination showed hemoglobin 75 per cent; red 
cells 4,800,000; leucocytes on three counts 8,000, 7,700 
and 7,800 per ¢.mm. 

Vaccination history: The family had recently re- 
moved from another province and as the child had not 
been vaccinated he could not enter school. Twelve days 
before the onset ‘of the illness, vaccination by the scratch 
method was done in one area on the left arm. On 
admission the scab which was hard and dark brown, was 
about 2 ¢.m. in diameter, with quite marked redness and 
induration about it. The left axillary glands were en- 
larged and tender. 

The progress notes upon the case are of interest. 
On the day of admission the following note was made: 
‘‘The case has all the appearances of a meningeal 
reaction, but the character is hemiplegic and the pre- 
dominance of weakness over rigidity is noticeable. This, 
with the practically negative spinal fluid, suggests some 
unusual cerebral infection and vaccinia is suggested.’ 

Necropsy.—A very limited post-mortem examination 
was performed, two and one-half hours after death. 
Permission could not be obtained to examine the brain. 
The spinal cord could be examined only from the third 
cervical to the lumbar region. Many microscopic sec- 
tions were examined from various areas in the cord. 
The following is the histological report upon them. 

‘¢Some of the sections show a quite normal condi- 
tion; the neuroglia is intact; the vessels are normal; the 
nerve cells, dendrites and nerve fibrils are well preserved. 
There are areas in the cord, however, which show lesions 





Fic. 3.—Case 5. 
section of the spinal cord showing characteristic areas of 
demyelinization surrounding blood vessels. These areas 
are more numerous on one side of the cord. 


Post-vaccinal encephalitis: a 
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of varying intensity in the cord substance. There are 
numerous areas, more marked in one-half of the cord 
than in the other, where demyelinization is very promi- 
nent. These areas appear as discrete and confluent 
patches. In the discrete areas one notes that this lesion 
occurs as a ring-like area about a blood vessel. The 
demyelinization is more marked throughout the anterior 
portion of the cord than in the posterior portion. In 
some of the sections a similar lesion is seen along each 
side of the anterior commisure as a zone of varying 
length and breadth. As a whole, there is not much 
cellular infiltration of the demyelinized areas. In cer- 
tain places, however, these areas do show quite a marked 
infiltration with cells.’’ (See Fig. 3). 

The other organs of the body showed no gross 
lesion except in the lungs, where there was congestion 
with areas of acute broncho-pneumonia. 

Microscopically, there was a general vascular con- 
gestion of the kidneys, particularly marked in the 
medulla. The convoluted tubules showed cloudy swelling. 

The diagnosis was post-vaccinal encephalitis. 


CASE 6 


A man of 24 years of age, who had three times been 
vaccinated, but in whom vaccination had never ‘‘taken,’’ 
and who showed no scar, was vaccinated again on 
January 21, 1932, by a physician of the Board of 
Health. Three days later his arm became very sore and 
inflamed, and on January 27th, six days later, he 
suddenly developed headache and photophobia, and 
vomited repeatedly and could not sleep. He was seen 
by Dr. W. R. Kennedy who found marked retraction of 
the neck and slight temperature and did a lumbar 
puncture. The fluid returned clear, with an increase of 
globulin but no increase of cells. In view of the history 
and the findings, he made a diagnosis of post-vaccinal 
encephalitis and the man was admitted to the Montreal 
General Hospital. 


Examination.—The pulse was 84; temperature 99.2° ; 
blood pressure 140/100. The head was drawn back, the 
neck rigid, and there was a marked Kernig reaction. 
The pupils were even and reacted to light. There was 
a lateral nystagmus on looking to the right, but no 
ocular palsy. There was soreness in the muscles of 
mastication, and he objected to opening his mouth, 
which raised the suspicion of tetanus. There was dis- 
tinct weakness of the lower left face, with loss of 
sensation, and, later, weakness of the left arm appeared. 
The left abdominal reflex was diminished. The ocular 
fundi showed no change. Headache disappeared at the 
end of the first week, but reappeared for a time after 
several days’ absence. 

The blood count showed red blood cells 4,400,000; 
white blood cells 6,400; hemoglobin 90 per cent; poly- 
morphonuclears 57, lymphocytes 38, monocytes 4. 


Lumbar puncture was done on six occasions. Globu- 
lin was constantly present; total protein 0.075 per cent, 
sugar 0.061. The cells averaged 10, chiefly mono- 
nuclears. The pressure ranged from 80 to 130 mm. of 
water. 


The blood and spinal fluid Wassermann tests and 
the colloidal gold reaction were negative. Blood cultures 
and culture from the cerebrospinal fluid were negative. 


On admission the blood sugar was 0.135 and dropped 
to 0.117 at discharge, and twice during his illness sugar 
was found in the urine. He was given daily on three 
successive days 20 c.c. of serum from recently vaccinated 
persons. The temperature fell to normal on the 10th 
day of the illness and the patient was discharged well 
in four weeks except for slight left facial weakness and 
deviation of the tongue to the left. 


Two rabbits were given intracerebral inoculations, 
one with 3 ¢c.c. of cerebrospinal fluid from this case and 
the other with vaccine virus in saline solution. Both 
animals survived. The one inoculated with cerebrospinal 
fluid from the patient showing no illness, the one 


imoculated with vaccinia virus becoming ill for a few 
days. 

The diagnosis was post-vaccinal encephalitis, with 
recovery. 


CASE 7 


Female, aged 25, was admitted to the Montreal 
General Hospital on February 3, 1932, with violent head- 
ache, retraction of the neck and left-sided hemiplegia. 

History of illness—She had been in her usual health 
till March 31st, when, while kneeling in church, she 
became dizzy, had terrific headache, and lost consci- 
ousness. On examination, her temperature was 100° 
and the pulse 84. She was partially conscious, erying 
out with headache, the neck was rigid and the head 
retracted. A marked Kernig reaction was present 
and there was a left hemiplegia. Lumbar puncture 


showed frankly bloody fluid under extreme pressure. 


The condition improved for two days, when the head- 
ache again became much worse and lumbar puncture 
was repeated, the fluid being still very bloody. She 
was then removed to hospital and daily lumbar punce- 
tures were done. The average pressure was 200 to 
270 mm. of water, reduced to 100 or 150 mm., by 
withdrawal of fluid. This fluid passed from frankly 
bloody to pink, and later to faint yellowish, and 
numerous leucocytes were present, largely polymorpho- 
nuclears. (See Fig. 4). 





Fig. 4.—Case 7. Microphotograph of smear from 
cerebrospinal fluid of a case of subarachnoid hemor- 
rhage, showing numerous polymorphonuclear cells along 
with red corpuscles. 


Motor power gradually returned and the headache 
disappeared. The urine contained albumin and twice 
there were traces of. sugar. 


It is interesting to note that this patient at 13 
years of age was under my care for a similar attack. 
At that time the illness had come on after diving 
into deep water and a diagnosis of encephalitis 
lethargica (hemorrhagic type) had been made. 

Reviewing the two attacks, the case offers a 
classical illustration of the so-called spontaneous sub- 
arachnoid hemorrhage, and with the following case is 
included in this series on account of its clinical re- 
semblance to acute intracranial infection. 


CASE 8 


E.M., female, aged 14, was admitted to the 
Montreal General Hospital on March 28, 1932, delirious, 
with severe headache and stiffness of the neck. 
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Personal history.—She had had numerous infections, 
including scarlet fever and two attacks of rheumatic 
fever with carditis. 

History of illness—Two days before admission she 
had had a discharging ear, and the next day severe 
headache appeared and she became irrational. The neck 
was retracted and a diagnosis of meningitis was made. 

Examination.—On admission the temperature was 
104°; pulse 96; respirations 26; blood pressure 100/70. 
She was only partially conscious and was delirious. The 
neck was stiff and the head drawn backward. The heart 
was much enlarged and showed a rough grinding systolic 
murmur at both base and apex, with a systolic thrill and 
a loud sharp pulmonary second sound. There was dis- 
tinct weakness of the left side of the body, with a double 
Babinski and absent abdominal reflexes. The leucocyte 
count was 14,000. The cerebrospinal fluid was under a 
pressure of 350 mm. of water, and was frankly bloody 
and contained many polymorphonuclear cells. 

The spleen was not palpable. There was a petechial 
eruption on the skin. The blood culture was negative. 
She died on the third day in hospital and at autopsy a 





Fic. 5.—Case 8. Transverse section through the 
brain showing massive hemorrhage into the right 
hemisphere, rupturing with the cisterna magna and the 
subarachnoid space. The origin of the hemorrhage was 
a mycotic aneurysm due to embolism from an acute 
endocarditis. 


very large heart was found, weighing 480 grm. showing 
chronic endocarditis and pericarditis and an acute 
endocarditis with a large pedunculated vegetation on 
the mitral valve. Clinical opinions had varied from an 
acute meningitis on the one hand to a subarachnoid 
hemorrhage on the other. 

The brain on section showed a large hemorrhage in 
the right hemisphere which had opened into the cisterna 
magna and into the subarachnoid space over the cortex 
on both sides. (See Fig. 5). The origin of the 
hemorrhage appeared to be from a mycotic aneurism 
following an infected embolism from the acute endo- 
carditis. 


The cases in this group have been chosen be- 
cause they have been personally observed, and 
because each in its turn presents a problem in 
diagnosis not easily solved. Several of the 
eases in fact still lack a final solution. Each 
also presents a separate angle from which the 
subject of encephalitis may be viewed, and the 
group as a whole shows how many-sided the 


subject becomes. In no instance of the group 
ean the diagnosis be made upon one feature 
alone. It will appear, for instance, that the 
onset varies greatly, the amount of damage to 
the brain tissue varies, and the extent of menin- 
geal irritation, as represented by the amount of 
muscular spasm on the one hand and by the 
changes in the cerebrospinal fluid on the other, 
varies most of all. Some of the cases which 
have shown spinal fluids which did not depart 
from the normal, at the same time have pre- 
sented obvious signs of brain disease. 

For three of the cases noted we have not 
made even a reasonable guess at the etiology. 
Two cases are post-vaccinal in origin, and these 
belong to the rapidly growing group of cases 
of non-suppurative encephalitis which show the 
common histological features of perivascular 
infiltration and areas of demyelinization in the 
brain and spinal cord. 

Troup and Hurst report a case of encephalo- 
myelitis in smallpox, coming on at the 16th day 
of the disease, and terminating in paraplegia 
and death on the 41st day. The histological 
appearances in the cord were in all respects 
similar to those found in post-vaecinal enceph- 
alitis. Ferraro and Scheffer report six cases of 
encephalitis in measles, appearing early in the 
disease and progressing to a fatal termination. 
Histological examination showed perivascular 
proliferation, chiefly of microglial elements. 
Scattered lymphocytes were seen in some areas 
and vascular thrombi were numerous. In addi- 
tion there were many perivascular areas of de- 
myelinization. J. G. Greenfield, as well as 
Musser and Hauser, also report instances of the 
occurrence of encephalitis in measles. Green- 
field also refers to a similar condition following 
influenza. Stanley Graham reports two cases of 
encephalitis in varicella, both showing marked 
ataxia as the chief symptom. In one case the 
symptoms of encephalitis appeared 14 days 
after the onset of the varicella and in the other 
in 19 days. Both cases recovered and in both 
the spinal fluids were negative. Zemke reports 
three cases of mumps encephalitis, one in a case 
of parotitis, another in a case of orchitis and 
parotitis, and one in a patient exposed to mumps 
but who did not develop parotitis. The number 
of cells in the spinal fluid ranged from 20 to 
2,000, all lymphocytes. The four cases all re- 
covered after short illnesses. 
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Hellemand, Laurent Mezard and Stehlin re- 
port a case of encephalitis in typhoid fever with 
motor and sensory nerve involvement, with deaf- 
ness and with mental changes. 

Those of us who have passed through the 
typhoid era in this country will recall cases 
which would have fallen within this category. 
Anti-rabies inoculation, as might be expected, 
has also furnished its quota of cases of en- 
cephalitis. 

One cannot help but comment upon the char- 
acter of the reaction in all of these forms of 
encephalitis. Though the site of the reaction 
is around about the vessels, the cells which par- 


ANGINA PECTORIS IN YOUNG 


ticipate in the reaction are largely the cells of 
the area itself, the blood-borne cells playing 
little or no part in the process. 

To conclude, one might again emphasize the 
statement made at the commencement, that, 
though early cases of encephalitis lethargica 
are not now seen, there are still quite numerous 
examples of encephalitis of known and unknown 
etiology presenting themselves to the clinician 
and demanding recognition. 


I wish to convey my sincere thanks to Prof. L. J. 
Rhea and Dr. Joseph Pritchard of the Department 
of Pathology of the Montreal General Hospital, who 
have supplied the pathological reports and the illus- 
trations of the cases cited. 


PEOPLE, ASSOCIATED WITH 


RHEUMATIC CARDITIS* 


(WitH Report OF A CASE) 


By W. W. Eaxn, M.D., F.R.CP. (C.), 


Montreal 


ANGINA pectoris has occupied a prominent 

place in medical literature since its first 
description by Heberden in 1768. The frequent 
association of the syndrome with disease of the 
coronary arteries was pointed out by Jenner and 
later confirmed by Parry, and their contribu- 
tions were the first description of a pathological 
basis for the condition. Since then, practically 
all the cases reported have been those of the 
degenerative lesions of middle-age, with only a 
passing reference to its occurrence in young 
people when it was generally coincident with 
a rheumatic cardiae lesion. Though its oceur- 
rence in the latter has long been recognized, it 
is only in recent years that its importance has 
been stressed and an increasing number of cases 
have appeared in the literature. 

From the acute anginal type must be differ- 
entiated precordial pain, which is frequently 
seen in acute rheumatic fever. The latter is 
often dull, aching and persistent in character 
and is referred principally to the sternum. It 
is occasionally more marked towards the base 
of the heart and is frequently accentuated on 


*From the Cardiac Department, and the Depart- 
ment of Pathology, Children’s Memorial Hospital, 
Montreal. 

Read at a staff meeting of the Children’s Memorial 
Hospital, January, 1932. 


pressure. There is no radiation to the arms. 
Pain of this nature during rheumatic fever is 
generally associated with involvement of the 
heart. The pain of acute pericarditis is well 
known; it is sharp and severe. It is occasionally 
referred to the abdomen or to the back and is 
increased on respiration or movement. The 
pain may be inereased on swallowing.’ The 
presence of a pericardial friction rub is further 
evidence of the nature of the pain. 

Angina pectoris in young people, particularly 
in those below the age of thirty years, is in- 
frequently met with. Of the cases reported, an 
antecedent rheumatic fever was. a frequent 
etiological factor, and aortic regurgitation the 
eardiae lesion most frequently found. The 
significance of this is not known as yet, and its 
coincidence in this condition is obscured in the 
vagueness which surrounds the syndrome in 
general. The co-existence of this rheumatic 
lesion with angina pectoris in young people has 
been mentioned by several observers in the past. 
In a review of the literature in 1927, White and 
Mudd? collected 42 cases of angina pectoris in 
patients under thirty years of age. They re- 
ported a further 8 cases, all of which were 
complicated by a rheumatic aortic valvular in- 
sufficiency. Schwartz® has reported 5 cases, all 
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under twenty years of age, who had paroxysmal 
eardiac pain associated with a similar valvular 
lesion. Korns,‘ who reported 1 case in 1981, 
stated that the total reported cases under thirty 
years did not exceed 65 or 70. This total in- 
cluded additional eases reported by Stolkind, 
Dotti and Levin. The conclusion would appear 
to be that angina pectoris occurs in only a small 
percentage of cases of rheumatic carditis, but 
that when it does occur in the young it almost 
invariably has a rheumatic background. 


~» The production of the pain in a given case 


is evidently a summation of those elements pro- 
ducing a relative myocardial ischemia at a given 
time, with consequent retention of waste pro- 
ducts in the muscle eell. As regards etiology, 
one of the above authors? has suggested the 
possibility of a decrease in the coronary circula- 
tion in the presence of aortic insufficiency, as- 
sociated with a low diastolic pressure; or a 
coronary arteritis, or rheumatic aortitis, or a 
combination of these. MeCrae,° referring to 
angina pectoris in general, states that several 
factors are operative, in the aorta, in the coro- 
nary arteries and myocardium, and in the 
nervous system, and feels that it is doubtful if 
disease of any one structure can explain all 
eases. Few of the cases reported have had 
pathological study, though one recently reported 
by Perry® showed marked coronary arterial 
changes with anginal pain a prominent svmptom 
during life. That a combination of these factors 
obtains with a resultant myocardial ischemia is 
probably the rule, the degree of coronary 
arteritis present probably favouring the onset of 
the attacks. 


CASE REPORT 


A case which recently came to our attention was 
that of a girl, 14 years of age at the time of her death, 
who was admitted to the Children’s Memorial Hospital 
in 1928. Her history was that at 7 years of age, fol- 
lowing an attack of scarlet fever in 1924, she com- 
plained of frequent pain over the heart, relieved by 
rest and an ice cap to the precordium. In the past there 
had been frequent attacks of tonsillitis, but she had 
never complained of painful or swollen joints. In 1927 
there had been an attack of measles, after which short- 
ness of breath became pronounced. 


Examination on admission in 1928 showed consider- 
able respiratory distress. There was a temperature of 
100°. The pulse was regular, celer in character; the 
blood pressure 110/0. The heart was greatly enlarged. 
There was evidence of a well marked mitral stenosis with 
insufficiency and aortic insufficiency. Scattered moist 
rales were present at the bases of both lungs. The liver 
was slightly enlarged. There was no peripheral edema. 
There was a moderate secondary anemia and a leucocyte 
count of 12,000. The blood Wassermann was negative. 


The urine was normal. Four weeks later she developed 
a painful right elbow joint with a temperature of 102°. 
One month later she was discharged from hospital prac- 
tically free from symptoms. 

In November of that year (1928) she was again 
admitted with a temperature of 102°. She was 
orthopneic and the lungs showed moist rales at both 
bases. The liver was enlarged and a small amount of 
free fluid was present in the abdomen. There was slight 
edema of the ankles. Four weeks later she complained 
of severe pain in the left elbow and a few days later 
she developed a pericardial friction rub. Leucocytes, 
18,000. The condition subsided and symptomatically she 
improved. Examination of the heart, in addition to 
the above, now showed evidence of an adherent peri- 
cardium. 

On the evening of June 16, 1929, she suddenly 
developed a severe attack of precordial pain, crushing 
in character and radiating down the left arm. The 
blood pressure during and following the attack was 
unchanged, 110/0. Morphia was required to relieve the 
pain. The attack was of such severity that coronary 
thrombosis was considered. Following this, attacks of 
precordial pain, anginal in character, became frequent, 
averaging about two per night. They were immediately 
relieved by nitroglycerine or amyl nitrite. In September, 
1929, she was able to lie flat in bed. There was no 
evidence of decompensation. She had an interval of two 
weeks when she was free from anginal attacks, when 
they again returned, relieved by nitroglycerine as before. 
She would, for the most part, awaken from sleep, crying 
out with a severe, constricting pain in the precordium, 





Fic. 1.—The electrocardiogram showing progressive 
changes in the T deflection. 





Fic. 2.—Drawing of the heart to show the obliter- 
ated pericardium, the thickened and distorted aortic 
valve and the lesion in the ascending aorta, ‘‘A’’. Note 
pseudo-valves at ‘‘B’’. An area of rheumatic involve- 
ment of the endocardium is observed just below the 
aortic valve cusp. 
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always radiating to the left arm. Less frequently they 
occurred during the day, though later, when she was 
ambulatory, they would come on with exertion. 

The attacks continued at intervals. She remained 
afebrile and in December of that year (1929) she was 
allowed to sit up for a short time each day. In Feb- 
ruary, 1930, tonsillectomy was performed and she was 
discharged from hospital in May, feeling well except for 
anginal attacks and frequent attacks of paipitation. 
During this interval, she was able to go about. She 
attended the out-patient department but her activities, 
though necessarily restricted, were further limited by 
the anginal attacks referred to. 

In December she suddenly 
became decompensated within 
one hour, the bed shaking with 
the force of the cardiac con- 
tractions. The pulse was rapid 
and regular. She was very 
short of breath and complained 
of severe pain over the heart. 
She developed cedema of the 
lungs, coughing up large 
amounts of frothy, bloody fluid. 
Morphia was necessary for the 
pain and digitalis was given. 
The anginal attacks continued. 
Fluid in both pleural cavities, 
ascites and oedema of the ex- 
tremities developed. She con- 
tinued with little variation in 
this condition, though afebrile, 
and died on May 28, 1931. 

The electrocardiogram (Fig. 
1), taken on admission in 1928, 
showed a slight depression of 
the S-T interval in lead I, 
with a negative T deflection in 
Lead III. There was slurring 
of the QRS deflections. Fol- 
lowing the acute attack of pain 





Fic. 3.—A longitudi- 
in 1929 there were no essential nal section through 
changes in the electrocardio- the ascending aorta, 
gram. In 1930 a change in the aortic cusp and left 
form of the T deflection in Ventricle. Note lesion 


of aorta (‘‘A’’) just 
above the valve, dis- 
tortion of aortic valve, 
and hypertrophy and 
fibrosis of the heart 
muscle. 


Lead III was observed. There 
was now an upward convexity 
of the S-T interval, which later 
became negative. A prominent 
Q deflection was noted in Lead 
III. In 1931 the T deflection 
had become acutely negative iu Leads I and II, with 
elevation of the R-T intervals in Lead III. A negative 
P deflection was observed in Lead ITI. 


Abstract of autopsy (C.M.H. A-31-27, performed by 
Dr. Mitchell). The pericardium was adherent to the 
mediastinum, the posterior aspect of the sternum, to 
the diaphragm as far as the chest wall in the left axilla, 
and to the left parietal thoracic wall as high as the 
fifth space in the mid-axillary line. The pericardial 
cavity was completely obliterated by- fibrous adhesions. 
The left ventricle measured 1.5 em.; the right ventricle 
0.75 em. in thickness. Both auricles were enlarged and 
dilated and their muscular walls were moderately hyper- 
trophied. There were no thrombi in the heart cavities. 
The mitral valve was dilated to 2 finger-breadths. The 
cusps of this valve were greatly thickened, narrowed, 
shortened and distorted and contained calcareous plaques. 
The aortic and tricuspid valves were both dilated to 3 
finger-breadths. The aortic cusps showed very marked 
involvement of the same character as the mitral, though 
to a lesser degree. There was no lesion of the tri- 
cuspid or pulmonary valves. 
The endocardium adjacent to the base of the aortic 
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valves showed a narrow, irregularly-outlined area, 
throughout which there was gross evidence of fibrosis of 
the underlying musculature. On the endocardium near 
the aortic valves there was a group of small irregu- 
larities which ran parallel to the cireumference of the 
aortic ring. They had the general appearance of 
miniature atypical aortic cusps (Fig. 2-B.). On the 
endocardium covering the left side of the interventricular 
septum, and in the direct line with the blood as it 
regurgitated from the distorted and insufficient aortic 
valves, there was a sharply outlined definitely elevated, 
pale white area which appeared to be limited to the 
endocardium. 

On. section the heart muscle was definitely increased 
in consistency, paler than normal, and showed gross 
evidence of increase in fibrous tissue. 

There was a short narrow, linear, elevated, irregularly 





Fic. 4—Left ventricle. Irregular sclerosis of a 
small branzh of the coronary artery and fibrosis of the 
heart. The vessel lumen is narrowed. 


outlined, roughened brownish area on the inner surface 
of the first part of the ascending aorta (Fig. 2-A.). 
The orifices of the coronary arteries were patent, but 
were a little thickened. The main coronary arteries 
showed considerable irregular thickening with irregular 
dilatation of their lumina. These changes were most 
marked in the circumflex branch, where a marked degree 
of arteriosclerosis was present. 

The liver was enlarged to 2 em. below the lower 
costal margin, and was of a typical nutmeg appearance. 
The spleen was greatly enlarged. 


The following microscopical description was made 
by Dr. Laurence J. Rhea, Director of the Department of 
Pathology, the Children’s Memorial Hospital, and is 
based upon a large series of sections. 


**¢ Myocardium.—All the sections of the myocardium 
show a marked increase in connective tissue, which 
occurs as a generalized, fine fibrosis (Figs. 3 and 4) and 
in irregularly outlined, often stellate fibrotic areas of 
varying sizes (Fig. 5—C-C.). These latter we have 
interpreted as being the end-results of the specific 
localized acute areas found in rheumatic fever. There 
is one area in the myocardium near the aortic valve 
which shows a rheumatic lesion that is retrogressing and 
is, as yet, not completely organized. 


‘“Coronary arteries—A series of sections of the 
main coronary arteries have been examined. All these 
sections show definite lesions, but the lesions vary in 
degree and extent. Of the larger vessels, the circumflex 
branch shows the most marked lesion. In its more 
proximal portion (Fig. 6) the vessel wall shows very 
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marked irregular thickening which is arteriosclerotic in 
character. This thickening has led to distortion and 
narrowing of the lumen of the vessel. The distal portion 
of the circumflex artery (Fig. 7) shows an even more 
marked change in the vessel. Here there is a very 
great subintimal thickening which involves approximately 
half the circumference of the vessel and has led to a 
very marked narrowing of the lumen. The intra-cardiac 
branches of the coronary vessels, like the coronary 
arteries themselves, show almost universal involvement, 
which, as in the latter, varies in degree and extent. 
Fig. 4 shows a transverse section of a small branch of 
a coronary. The vessel wall is greatly thickened. Its 
lumen is distorted and narrowed. The section also 





Fic. 5.—Obliterated pericardium and dense scars in 
heart muscle. Parietal pericardium, ‘‘A’’; obliterated 
pericardial space, ‘‘B’’. The sclerosed visceral layer of 
pericardium is not differentiated from the scar-tissue 
obliterating the pericardial sac. Scars in heart, C-C. 


shows marked general increase in the connective tissue 
of the myocardium. The branches of the coronary that 
supplies the myocardium in the region of the aortic 
valves show very extensive disease. A microphotograph 
from this location shows two branches of the coronaries 
in transverse section. Their walls are greatly thickened, 
their lumen narrowed and distorted. In one of these, the 
lumen is almost completely obliterated. This section 
also shows a marked increase in connective tissue, which 
is such a striking lesion throughout the myocardium. 
It is of interest to note that the branches of the 
coronary arteries supplying the pericardium show a 
generalized lesion of the same character as the coronary 
vessels in the myocardium. 


‘*A longitudinal section through the aorta, a cusp 
of the aortic valve and adjacent myocardium (Fig. 3) 
shows very strikingly the lesion of the aorta, the dis- 
torted and sclerosed cusp of the aortic valve and the 
marked fibrosis of the myocardium of the left ventricle 
adjacent to the aortic ring. 


** Ascending aorta.—This shows very definite and 
extensive lesions. A section through the linear, brownish 
area observed in the gross (Fig. 2-A) shows a very 
marked subintimal thickening and sclerosis and changes 
in the media (Figs. 8 and 9). The elastic tissue of the 
media beneath this lesion, on the whole, is less compact 
than elsewhere. In the innermost portion of the media 
the elastic tissue is condensed and shows very marked 
fractures. There is some sclerosis of the adventitia. 
Besides these lesions of the aorta just described, there 
are numerous microscopical areas in which the intima 
shows varying degrees of lymphocytic infiltration and 


the media shows fatty changes. The subintimal infiltra- 
tion is in places sufficiently marked to lead to definite 
thickening of these tissues. The lymphocytes in these 
areas are of the small type. Degenerative areas in the 
media expressed in terms of fatty deposit varies a good 
deal. In some sections this is but slight; in others it is 
quite marked. In some of the sections the vasa vasorum 
are increased in number and are widely dilated. About 
them are varying degrees of infiltration with small 
lymphocytes (Fig. 9). Besides the aortic lesions de- 
seribed above there are, in the ascending aorta, a few 
small dense puckered scars. The nerves in the adventitia 
show no lesion. 

““ Descending aorta.—There are a few small areas 





Fic. 6.—Transverse section through the circumflex 
artery. Note the marked sclerotic changes. 


of subintimal thickening due to fibrous tissue. There 
are also, here and there small collections of small 
lymphocytes in the subintimal tissue. This portion of 
the aorta shows, in general, the same type of lesion as 
the ascending aorta, but it is not nearly as marked. 

None of the other various arteries of the body 
examined showed any lesion.’’ 

Anatomical diagnosis (abbreviated) .—Cardiac hyper- 
trophy; obliterative fibrous pericarditis; chronic valvular 





Fic. 7.—Small artery. Note marked sclerosis. 
Thickening of the vessel wall is not uniform. 
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Fig. 8.—Section of the ascending aorta, through the 
site of gross localized thickenings. Note focal arterio- 
sclerosis with marked sub-intimal thickening. The elastic 
tissue of the inner portion of the media is hypertrophied 
and shows degeneration at A. 


disease, mitral and aortic; fibrosis of the myocardium; 
coronary arteritis (rheumatic); sclerosis of the ascend- 
ing aorta (rheumatic); chronic passive congestion of 
lungs, liver and spleen. 


SUMMARY 


i. There have been reported the clinical, gross 
and microscopical findings in a comparatively 
rare condition of a young girl, 14 years of age, 
who developed typical angina pectoris following 
rheumatic carditis, valvulitis and aortitis. 

2. The attacks, though they originated during 
a period of decompensation, were equally severe 


Dusts AND TUBERCULOSIS.—It is now generally 
agreed that inhaled dusts owe their harmfulness not to 
their mere mechanical presence in the lungs but to their 
more intimate action on cells and tissue. Hence it is 
probable that the dusts which are dangerous when 
inhaled will be those which produce lesions when injected 
subcutaneously. To test this, E. H. Kettle performed 
a series of experiments, using various preparations of 
silica, certain silicates, and other non-siliceous dusts. 
These substances fall into two distinct groups: those 
which are active when injected subcutaneously, causing 
necrosis and a pronounced cellular reaction; and those 
which are inert and remain quiescent at the site of 
introduction. The former assist the growth of tubercle 
bacilli; the latter are neutral and do not provoke pul- 
monary lesions. Silica and asbestos cause pronounced 
pulmonary fibrosis, and silicosis predisposes to phthisis. 
Though not usually considered as a cause of pneumo- 
coniosis, or as an accessory factor in phthisis, kaolin 
was found to produce necrotic lesions similar to those of 
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Fic. 9.—Ascending aorta. A focal area of lympho- 
cytic infiltration about vasa vasorum of media. 


while she was ambulatory at home, and with- 
out signs of circulatory failure. 
3. The rheumatic lesion involved the large as 


well as the small branches of the coronary 
arteries. 


4. The electrocardiogram suggested coronary 
occlusion. 
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amorphous silica or asbestos. On the other hand, car- 
borundum, despite its hardness, behaves as an inert 
substance. There is no association between the inhala- 
tion of inert, neutral dusts and pulmonary tuberculosis. 
The gross physical characters of dust appear to be of 
little moment; only when it can undergo solution in the 
body fluids with the production of a soluble tissue 
poison does it become dangerous.—J. Path. § Bact., May, 
1932, p. 395. 


Books let us into the souls of men and lay open 
to us the secrets of our own. They are the first and 
the last, the most home-felt, the most heart-felt of 
our enjoyments.—Hazlitt. 


We must not require too much of those who are 
willing to serve us; we should never misuse anyone’s 
courtesy, nor over-ride a willing horse. ‘‘If your 
friend be sugar, you must not eat him all up.’’— 
Hebrew Proverb. 
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PNEUMO-PERITONEUM FOLLOWING LAPAROTOMY 
By Freperick I. Lewis, M.B., F.R.C.S. (Eprn.), 


Junior Demonstrator in Surgery, University of Toronto; 


Junior Surgeon, 1st Division, Toronto General Hospital, 


Toronto 


HE possibility of air remaining in the 
abdominal cavity after suture of the peri- 
toneum appears to have been generally over- 
looked. On examining the literature since 
1908 only one reference to the subject was 
found. Fritz in Germany reported observing a 
quantity of gas under the diaphragm in two 
cases, two weeks after partial gastrectomy. 
The observation was made during the course of 
a routine post-operative gastro-intestinal series, 
and no further attempt was made to follow up 
the subject. Attention having been drawn to 
this possibility, it seems reasonable that air 
should remain in the peritoneal cavity follow- 
‘ing operation, and especially in those cases in 
which a large mass has been removed, such as 
an ovarian cyst or large fibroid uterus. 

My interest in this subject was aroused in a 
rather indirect way. While searching for the 
cause of a long-continued fever following 
partial gastrectomy for gastric uleer, a fluoro- 
scopic examination of the abdomen wiih the 
patient sitting up revealed a wide layer of gas 
lying above the liver on the right side. The 
diaphragm moved equally on both sides, how- 
ever, and the movements were of normal 
range. A diagnosis of subphrenic abscess was 
considered, although, with the exception of the 
elevated temperature, none of the other signs 
and symptoms of the condition were present. 
The next day, following discovery and drainage 
of a wound infection the temperature fell to 
normal, and in the absence of signs of per- 
foration or leak at the stoma it was concluded 
that the gas present was air which had entered 
the peritoneal cavity at the time of the opera- 
tion. Definite proof that the gas is air is not 
forthcoming, as it was considered that the risk 
entailed in puncture of the peritoneal cavity 
with a needle to obtain a sample for analysis 
was not justified by the information to be 
gained. The following investigations lead us 
to believe however that the gas is air. Pre- 


operative fluoroscopic examination of a case of 
duodenal ulcer revealed no air under the dia- 
phragm. A flat plate taken with the portable 
x-ray apparatus, two hours after laparotomy 
under spinal anesthesia, revealed pneumo- 
peritoneum. Moreover, the condition can be 
reproduced perfectly by merely opening and 
closing the peritoneal cavity of dogs under 
very deep general anesthesia. Roentgeno- 
erams of these animals in an upright position 
shortly after the operation reveal a picture 
exactly similar to that found in human beings. 

Following the first observation a series of 
post-operative abdominal cases were examined 
and to my surprise a high percentage of them 
revealed air in the peritoneal cavity. All of 
these first cases were operated upon under 
spinal anesthesia. Since then a series has been 
examined in which the anesthetic employed 
was gas-oxygen and ether, and the same 
phenomenon found in a small number of these. 
Unfortunately it was necessary to use gyneco- 
logical cases for this second series, since in the 
Toronto General Hospital practically all major 
abdominal operations on the general surgical 
services are done under spinal anesthesia. It 
will be impossible therefore to draw definite 
conclusions as to the incidence of enclosed air 
in the peritoneal cavity with the two types of 
anesthesia, first, because of the variation in 
length and location of the incisions, and, 
secondly, because of the difference in position 
of the patients on the operating table. 

At first all cases were examined under the 
fluoroscope, a roentgenogram being taken at 
the same time. This necessitated removal to 
the x-ray department, and as many of the 
patients were seriously ill following operation 
it was necessary to wait for a week or more 
before this could be carried out safely. More 
recently the portable x-ray apparatus was 
used, and in these cases the roentgenograms 
were taken within two to three days after the 
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Fic. 1—Dog. Operation, laparotomy. Anesthetic 
ether. No straining on closure. No post-operative com- 
plications or symptoms. X-ray, taken four hours after 
operation, shows a large amount of air under both sides 
of the diaphragm. 


Right DiEyengee 7 


Fic. 2—R. H. Large ovarian cyst. Removal of 
eyst, April 24, 1931. Anesthetic, gas, oxygen and ether. 
No straining on closure. No post-operative complications 
or symptoms. X-ray May 3rd, nine days after operation, 
shows a large amount of air under the right side of the 
diaphragm and a smaller amount under the left side. 
Here again the distended splenic flexure of the colon 
obscures the air under the left diaphragm. 
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operation. It is important that the examina- 
tion should be carried out soon after operation 
as the air is absorbed quite rapidly, and cases 
which if examined early would reveal small 
amounts of enclosed air later on give negative 
results. Abdominal percussion to demonstrate 
loss of liver dullness was carried out on most 
of the early cases, but it was found to be a very 
unreliable method of demonstrating pneumo- 
peritoneum. Frequently liver dullness was 
absent when there was no air whatever in the 
peritoneum. The reason for this is as follows. 
Post-operative distension of the colon presses 
the liver upwards and outwards, holding the 
thin antero-lateral margin firmly against 
the ribs. Percussion over the lower edge of the 
liver now will reveal loss of liver dullness. In 
at least half of the cases examined in which 
liver dullness was absent there was no air in 
the peritoneum on x-ray examination. 


LOCATION OF AIR 


All cases were examined in the erect position, 
and the air was seen under the diaphragm and 
above the liver, usually on the right side. If a 
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Fic. 3.—E. G. Sub-acute appendicitis. Appendec- 
tomy, March 20, 1931. Anesthetic, spinal. No supple- 
mental anesthesia. No straining on closure. No 
post-operative complications or symptoms. X-ray, March 
25th, five days after operation, shows a small amount of 
air under the right side of the diaphragm. In this case 
a large bubble of air in the cardiac end of the stomach 
simulates a collection of air under the left side of the 
diaphragm. 
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great deal was present it appeared on both sides, 
but there was always a larger amount on the 
right than on the left. As the air was absorbed 
it always disappeared from the left side first. 
It would appear that the space under the right 
side fills first, and, when filled, the remainder of 
the air spreads out evenly under both sides of 
the diaphragm. The reason for this is that the 
right side of the diaphragm is normally higher 
than the left and its concavity downwards is 
much more marked. It was found on com- 
parison of the roentgenograms of the positive 
cases with those in which no air was present 
that the diaphragm lay at the same level in 
both. Thus the air finds room for itself by 
displacing the liver and other viscera down- 
wards rather than by pushing the diaphragm 
upwards. 

In all, 40 cases were examined, 25 following 
spinal anesthesia and 15 following gas-oxygen 
and ether. Ten, or 40 per cent, of the cases in 
which spinal anesthesia alone was used showed 
variable amounts of air in the peritoneal cavity. 
Only two, or 13.3 per cent, of the gynecological 
cases in which a general inhalation anesthetic 
of gas-oxygen and ether was employed showed 
air. The accompanying reproductions illustrate 
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very graphically the various details which have 
been dealt with in the foregoing. 


Facrors INFLUENCING THE ENCLOSURE OF AIR 
IN THE PERITONEUM 


1. Type of anesthesia.—There is no doubt 
that pneumo-peritoneum is much more common 
when spinal anesthesia alone is used. Out of 
the 25 cases examined, 10, or 40 per cent, showed 
air in greater or less amounts. That this should 
be so is readily understandable, in view of the 
great relaxation of the abdominal wall obtained 
with spinal anesthesia and the way in which 
the viscera fall away from the peritoneum when 
it is opened. Then on closure the relaxation 
is still so marked that the peritoneal edges can 
be lifted up above the general level of the 
wound, making closure much easier and also 
deepening the cavity, allowing enclosure of 
more air. The respirations are so much shal- 
lower with spinal anesthesia that the viscera lie 
practically immobile, well back against the pos- 
terior abdominal wall. All this is in direct 
contrast to the cases in which general inhalation 
anesthesia is used, where in 15 cases examined 
only 2, or 13.3 per cent, showed air present. 
In these, as a rule, the relaxation of the ab- 
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Fics. 4 anD 5.—D. D. Carcinoma of the stomach. Laparotomy, April 4, 1931. Anesthetic, spinal. No 
supplemental anesthesia. No straining on closure. No post-operative complications or symptoms. First x-ray 
April 11th, seven days after operation, shows a large amount of air under the right side of the diaphragm and 
a smaller amount under the left side. Second x-ray, April 20, sixteen days after operation, shows a small 
amount of air still present under the right side of the diaphragm. 
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dominal wall is not so marked, the peritoneal 
cavity is smaller, and the viscera, instead of 
falling away from the peritoneum leaving a 
large air space, fill the cavity and even bulge 
out through the opening. Moreover, the viscera 
are thrust up and down with each movement of 
the diaphragm, effectively preventing any large 
pocket of air from lying undisturbed in the 
natural fosse of the peritoneal cavity. 

2. Supplemental anesthesia.—In this connec- 
tion it is significant to find that the cases begun 
under spinal and finished with general anes- 
thesia have never shown retained air, this in 
spite of the fact that in some of the cases, large 
masses have been removed through relatively 
large upper abdominal incisions, and were thus 
of the type favourable for retention of air. 

3. Straining during the operation.—F requent- 
ly abdominal operations are prolonged to the 
limit of duration of the spinal anesthesia, and 
closure of the peritoneum is carried out just as 
the anesthesia wears off. Due to returning 
tension in the musculature the abdominal 
cavity is rendered smaller, the viscera fill all 
available space and tend to protrude from the 
wound, forcing out any pockets of air. Here, 
as in the cases in which supplemental anes- 
thesia is used, no air has ever been found in 
the peritoneal cavity after operation. 

4. Length and position of the abdominal in- 
cision.—In general the longer the incision and 
the more widely the peritoneal cavity is opened, 
the greater the possibility of air being enclosed. 
In this short series of cases the position of the 
incision did not appear to be a factor. 

5. Position of the patient on the operating 
table—In the Toronto General Hospital all 
eases in which spinal anesthesia is used are 
placed in a moderate Trendelenberg position 
immediately after the induction of anesthesia. 
As a rule this position is maintained until the 
end of the operation. On opening the peri- 
toneal cavity, the viscera, as has been mentioned, 
fall by their own weight into the most de- 
pendent part, leaving a large air space in the 
pelvis and lower abdomen which fills with air. 
This air has no way of escape if the Trendelen- 
berg position is maintained until the incision is 
closed. Dr. Shields, of the Anesthetic Staff, 
pointed out this possibility to me and suggested 
that by placing the patient in a flat position 
just prior to closure of the peritoneum and at 


the same time foreing respiration by inhalation 
of carbon-dioxide, the air might be evacuated. 
This is still under investigation, but it is signi- 
ficant that in the few cases in which this 
maneuvre has been carried out no air was 
found on subsequent examination. 

6. Drainage of the peritoneal cavity with 
tubes.—The existence of an opening from the 
peritoneal cavity to the exterior did not appear 
to be a factor either in the production of post- 
operative pneumo-peritoneum or in its preven- 
tion. Of the ten cases showing air after spinal 
anesthesia only. two were drained. On the 
other hand many of the cases examined in 
which no air was found had drainage tubes left 
in for a variable period. 


SYMPTOMS AND COMPLICATIONS OF AIR IN THE 
PERITONEUM 


As has been observed, following induction of 
pneumo-peritoneum for diagnostic purposes the 
enclosed air as a rule gives no evidence of its 
presence. One of my patients complained of 
constant pain in the right hypochondrium, 
increased by lying on his right side. This per- 
sisted during his stay in hospital, and as it 
occurred. before the possibility of air being 
present under the diaphragm was recognized 
no special attention was paid to the complaint. 
Roerntgenograms of the chest taken some time 
afterwards revealed the presence of air under 
the diaphragm, and coincident with its ab- 
sorption the patient’s pain disappeared. The 
site of the pain, as one would expect, depends 
on the location of the air pocket and will be 
felt as a rule in the right hypochondrium, 
although if air is present on both sides it may 
be felt diffusely across the upper abdomen. 
Oceasionally there may be sufficient irritation 
of the diaphragm to cause pain in the shoulder 
on the involved side, referred through the 
phrenie and supraclavicular nerves. This com- 
plication has been recognized by those in- 
terested in diagnostic pneumo-peritoneum and 

as been treated by elevation of the patient’s 
feet, causing the air to diffuse widely through 
the peritoneal cavity, with consequent rapid 
absorption. Of the total group of 12 positive 
eases, however, only one complained in this 
way, so the incidence is not high. Chest com- 
plications were not found to be more frequent 
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in these cases than in those in which no air 
was present, one case only of the 12 developing 
post-operative collapse of the lung. This 
aspect of the subject, however, is still under 
investigation. 


IMPORTANCE OF THE RECOGNITION OF THE 
CONDITION 


The cireumstanees leading up to the recogni- 
tion of one of the first cases illustrate this very 
dramatically. The patient who has been men- 
tioned before as complaining of pain in the right 
hypochondrium following operation was dis- 
charged from the hospital at the end of the 
third week. Shortly afterwards he appeared 
at the Medical Out-patient Department looking 
very ill and still complaining of pain. On ex- 
amination, it was found that liver dullness was 
absent, and fluoroscopic examination of the chest 
revealed a thick layer of air under the dia- 
phragm on the right side. A diagnosis of 
subphrenie abscess was made and the patient 
re-admitted to hospital. A few days later the 
air was spontaneously absorbed and the patient’s 
pain disappeared. The failure to recognize the 
source of the pain, and the subsequent mistake 
in diagnosis would not have occurred if it had 
been recognized that air may be enclosed and 
remain in the peritoneum for a variable period 
following operation. In another similar case a 
diagnosis of subphrenic abscess was again made, 
and the patient operated upon, with, of course, 
negative findings. The diagnosis is most im- 
portant in recent post-operative gastric cases in 
which complications have appeared. The com- 
bination of pneumo-peritoneum and post-opera- 
tive basal pneumonia or pleurisy constitutes a 
difficult diagnostic problem to anyone unfamiliar 
with the foregoing. Such a case may simulate 
very exactly one of subphrenic abscess. For 
instance, fever of 101 to 102° F. will be pres- 
ent; the patient will complain of pain in the 
epigastrium or at the margin of the ribs. Ex- 
amination will reveal slight rigidity of the 
upper abdominal muscles and loss:of liver dull- 
ness. Fluoroscopic examination will reveal a 
subdiaphragmatic air pocket, plus moderate 
splinting of the diaphragm on one or both sides. 
This picture is a relatively common one after 
major upper abdominal procedures. The know- 
ledge that pneumo-peritoneum is a common 


finding after operation, considered with the lack 
of upper abdominal tenderness, leads to the 
correct diagnosis. This situation has occurred 
in the Toronto General Hospital several times, 
and our appreciation of the foregoing has 
certainly prevented us from re-operating upon 
cases whose trouble lay above rather than 
below the diaphragm. 


DURATION OF THE PNEUMO-PERITONEUM 


From experiments on animals, and from one 
observation on a patient in whom 1,000 ce. 
of air were introduced into the peritoneal 
cavity following aspiration of ascitic fluid, it 
was found that in general the air was com- 
pletely absorbed from the peritoneal cavity in 
10 days. Of course the larger the amount of 
air introduced, the longer the period required 
for absorption. In the majority of the cases 
of pneumo-peritoneum following laparotomy 
the air had all disappeared in from ten days to 
two weeks. In a few, however, it persisted for 
from four to six weeks. It would appear that 
the position in which post-operative abdominal 
cases lie in bed is a factor in prolonging the 
absorption time. After operation most of 
these cases are placed in Fowler’s position and 
remain so for two and sometimes three weeks. 
The air remains under the diaphragm, which is 
a relatively poor surface for absorption. As 
soon as possible after operation the patient 
should be allowed to lie flat in bed, or, better 
still, the end of the bed should be raised. The 
air then passes into the general peritoneal 
cavity where it rapidly disappears. 


CONCLUSIONS 


1. Pneumo-peritoneum after laparotomy is of 
frequent occurrence in those cases in which 
spinal anesthesia alone is used. 

2. It is occasionally found after operations in 
which general inhalation anesthesia is used. 

3. It is of great importance that the possi- 
bility of its presence be recognized, for the 
following reasons:— (a) for the correct diag- 
nosis of post-operative complications; (b) to 
allow appropriate treatment of the symptoms 
due to its presence. 

4. That the production of post-operative 
pneumo-peritoneum can be prevented by (1) 
bringing the table to a flat position just previ- 
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ous to closure of the peritoneum, and (2) 
forcing respirations for a few moments with 
carbon-dioxide. 

5. Abdominal pereussion is a very unreliable 
method of demonstrating pneumo-peritoneum. 


6. Distension of the right large bowel is fre- 
quently the cause of loss of liver dullness. 

7. Delay in absorption of the enclosed air is 
due to the position in which the patients lie in 
bed. 


THE PRODUCTION OF HYPERPLASIA OF THE THYROID WITH 
HYPERTHYROIDISM IN THE ALBINO RAT 


A PRELIMINARY REpoRT 


By Evetyn M. ANDERSON* 


Fellow in Medicine of the National Research Council, Washington, D.C. 


Montreal 


HERE have been recent reports of the 

production of hyperplasia of the thyroid by 
the injection of anterior pituitary extracts into 
such laboratory animals as the guinea pig, dog, 
duck, pigeon, and rabbit (Loeb and Bassett, 
Janssen and Loesser,” Schockaert,’? Riddle and 
Polhemus,’ Krogh,? Baumann and Marine.°) 
Loeb,’ Aron’ and Schockaert® have each reported 
failure to produce a similar condition in the rat 
by this method. Korenchevsky® observed an 
actual decrease in the thyroid weight of normal 
rats after injection of alkaline extract of anterior 
pituitary. Junkmann and Schoeller’ state that 
they found the rat much less sensitive than the 
guinea pig to the ‘‘thyreotropic hormone of the 
anterior pituitary” although the rat’s pituitary 
contained a relatively large amount of this 
hormone. 

Hyperplasia of the thyroid of the rat has been 
produced by other means. McCarrison"’ has 
shown that thyroid enlargement and hyperplasia 
may be produced in the rat, as well as in other 
animals, by the feeding of cultures of bacteria 
from the feces of goitrous persons. McCarrison'! 
has also produced in the rat a lymphadenoid type 
of goitre by diets deficient in the fat-soluble 
vitamins. This type of goitre he describes as 
similar to the lymphadenoid goitre in man re- 
ported by Goetsch.” Degener’™ described a 
hyperplasia of the thyroid in rats reared on a 
diet of bread and milk. Nitschke” noted a 
similar condition in rats which had been kept 
in the dark. 

There is considerable clinical evidence that 
infection may play a role in the etiology of 


*From the Department of Biochemistry, McGill 
University, Montreal. 


Graves’ disease. However, infecting organisms 
have rarely if ever been found in the hyper- 
plastic gland removed at operation. Womack, 
Cole and Heidemann” noted very definite 
changes in the thyroid in certain systemic in- 
fections and severe toxemias, with desquama- 
tion and death of many of the acinous cells, loss 
of colloid, and hyperplasia of many of the re- 
maining cells. Apparently, the typical picture 
of hyperplasia of the thyroid, as seen in Graves’ 
disease, was not developed. Mahorner’® reports 
findings somewhat similar in dogs. 


TABLE I, 


Showing the negligible effect of alkaline extract of 
anterior pituitary on the thyroid gland of the rat. 


Aputt Rats Insectep Datty With ALKALINE ExtTRAcT 


oF ANTERIOR PITUITARY whe 
Per Cent 
Change of Thyroid 


Basal mg/100 grm. | Histology 
Metabolism | Body Weight . 








Experimental :— —- 10.1 Normal 
Alkaline extract +1 13.0 : 

of anterior +17 10.2 “ 

pituitary +29 15.3 * 
+18 10.0 » 

2 c.c. daily for - 4 10.3 " 

12 days +12 14.2 = 
-15 10.0 * 
+52 9.3 ” 
a 11.8 _ 

Av. 11.4 
Control :— —10 12.4 Normal 
Alkaline extract +9 9.1 < 

of muscle —16 9.3 = 

+15 10.6 . 

2 c.c. daily for + 7 7.4 vs 

12 days. + 2 9.1 - 
Av. 9.7 
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When during the treatment of a group of rats 
with an alkaline extract of anterior pituitary 
gland an accidental infection was introduced the 
unexpected appearance of enlargement of the 
thyroid gland, with very marked hyperplasia, 
led to the following series of experiments. 


EXPERIMENTAL 


The animals selected for the first series were 
16 female rats, aged 148 days (except 3 which 
were two months younger), and weighing 122— 
180 grms. Ten rats received daily injections 


of 2 c.c. of an alkaline extract of bovine anterior 
pituitary gland prepared by the method described 
by Putnam, Teel and Benedict.'’ The control 
group of 6 rats received an alkaline extract of 
muscle prepared in the same way. The experi- 
ment lasted 12 days. With the multiple chamber 
respiration apparatus designed by Benedict,'® 
the basal metabolism was determined before 
starting the injections and every six days during 
the experiment. The results of this experiment 
are shown in Table I, and are consistent with the 
findings of Loeb' and others,** namely, that there 


TABLE II. 


Showing the negligible effect on the thyroid of the rat of alkaline extract of anterior pituitary in conjunction with 
subcutaneous injections of killed staphylococcus aureus daily in gradually increasing doses from 1.2 million to 1200 
million. The left lobe of the thyroid was removed for histological examination two weeks before starting the experiment. 


SUBCUTANEOUS INJECTIONS OF STAPHYLOCOCCUS AUREUS GIVEN DaILy IN GRADUALLY INCREASING 
Doses IN CONJUNCTION WITH ALKALINE ExTRACT OF ANTERIOR PITUITARY 


Duration of 

















Experiment /-6 Days 12-16 Days 19-21 Days 
Per cent| Thyroid Per cent| Thyroid Per cent| Thyroid 
Change | Right Lobe Change | Right Lobe Change | Right Lobe 
of Basal| mg/100 | Histology | of Basal| mg/100 |iHistology | of Basal| mg/100 | Histology 
Meta- | grm. Body Meta- | grm. Body Meta- | grm. Body 
bolism We'ght bolism Weight bolism Weight 
Experimental: 

Alkaline extract of — 10.9 | Normal +29 9.5 | Normal —14 8.5 Normal 
anterior pituitary — Sa - +21 7.8 — —09 9.7 i 
—2 c.c. daily. —16 6.7 . +15 4.1 ¢f 
Subcutaneous in- +38 5.3 rs 
jections of killed +08 4.6 ” 
staphylococcus +24 6.8 ss 
aureus daily in +41 7.5 i 
gradually increas- Av. 7.3 Av. 8.0 Av. 6.6 
ing doses from 1.2 
million to 1200 
million. | 

Control (1): 

Alkaline extract of - 3.1 Normal —-1l1 6.0 Normal +18 4.2 Normal 
muscle 2 c.c. daily. - 4.9 ™ -01 6.4 ” 
Subcutaneous in- +14 7.0 
jections of killed 
staphylococcus 
aureus daily in 
gradually increas- 
ing doses from 1.2 
million to 1200 
million. Av. 4.0 6.0 Av. 5.9 

Centrol (2): 

Subcutaneous _in- — 6 5.7 | Normal — 27 4 Normal 
jections of killed —14 7.9 " +04 5.2 “ 
staphylococcus +37 6.0 ss 
aureus daily in 
gradually increas- 
ing doses from 1.2 
million to 1200 
million. Av.6.8 Av.6.3 

Control (3): ‘ 

Alkaline extract of + 2 6.7 Normal +04 5.6 Normal 
anterior pituitary +18 7.4 a 
—2 c.c. daily.* +23 5.6 = 

+19 8.9 - 
6.7 Av. 6.9 


*This group received subcutaneous injections of staphylococcus by mistake on two occasions. 











s 
f 
a 
et 

Bo 


eS 


Jan. 1933] 


ANDERSON: HYPERPLASIA OF THE THYROID 3S 








are no significant changes in the thyroid or the 
basal metabolism of rats receiving anterior pituit- 
ary extracts. 

In a second series 28 female rats were selected, 
aged 150 days (except 6 rats which were 36 days 
older), and weighing 120—190 grms. The left 
lobe of the thyroid was removed for histological 
examination in each case. Two weeks were 
allowed to elapse after the operation before 
starting the experiment. The basal metabolism 
was determined before the first injection and then 
once a week during the experimental period of 
21 days. 

Twelve rats were given 2 c.c. daily of the 
alkaline extract of anterior pituitary gland and 
daily subcutaneous injections of a suspension of 
killed staphylococcus aureus in gradually in- 


creasing doses, from 1.2 million to 1200 million. 
A few rats either died or were sacrificed during 
the period of observation. Three control groups 
were observed: 6 rats received an alkaline extract 
of muscle in addition to the same staphylococcus 
injections; a second control group of 5 rats 
received only the staphylococcus; and a third 
control group of 6 rats was given 2 c.c. daily of 
the alkaline extract of anterior pituitary without 
the staphylococcus. 

The results in this series are shown in Table II. 
The insignificant findings throughout were con- 
trary to what had been anticipated in view of 
our preliminary observation of a marked hyper- 
plasia of the thyroid with anterior pituitary 
extracts in the presence of an infection. The 
majority of the rats of both the experimental and 


Taste III. 


Showing the effect on the thyroid of the rat of alkaline extract of anterior pituitary in conjunction with 1-3 intra- 
peritoneal injections of killed staphylococcus aureus in doses of 1.2 million to 12.0 million. Note the marked rise 
in basal metabolism, the increase in thyroid weight and the production of hyperplasia of the thyroid. 


INTRAPERITONEAL INJECTIONS OF 1-3 DosEs or StTapHyLococcus AUREUS 
IN CONJUNCTION WITH ALKALINE ExTRACT OF ANTERIOR PITUITARY 


Duration of 
Experiment 

















2-4 Days 7-8 Days 9-10 Days 
Number of Doses of 
Staphylococcus 1 Dose, 1.2 Million 2 Doses, 1.2 and 12.0 Million | 3 Doses, 1.2. 12 and 12 Million 
Per cent Per cent Per cent 
Change | Thyroid Degree | Change | Thyroid Degree | Change | Thyroid Degree 
of Basal| mg/100 of of Basal| mg/100 of of Basal| mg/100 of 
Meta- | grm. Body| Hyper- | Meta- | grm. Body| Hyper- | Meta- | grm. Body| Hyper- 
bolism Weight plasia bolism Weight plasia bolism Weight plasia 
Experimental: +45 12.3 + +37 15.5 + +58 21.9 | +++ 

Alkaline extract of +52 12.2 + +64 i7.2 + +61 | 16.7 | +++ 
anterior pituitary, - 15.5 + +24 123.4 | +++ +37 13.0 ++ 
2 c.c. twice daily. +64 16.3 | +++ 

Killed staphylococ- +41 18.6 | +++ 
cus intraperitone- +55 16.9 | +++ 
ally. Av. 13.7 Av. 16.2 Av. 17.2 

Control (1): 

Alkaline extract of +27 11.1 0 +36 14.6 0 + 7 8.9 0 
muscle, 2 c.c. twice + 6 10.4 0 + 3 11.0 0 
daily. +19 11.7 0 —17 12.2 0 

Killed staphylococ- -—- 9 14.2 0 
cus intraperitone- +24 10.1 0 
ally. . +27 8.0 0 

— 7 9.0 0 
— § 12.4 0 
1:1 Av. 11.3 Av. 10.7 
Control (2): -1l 8.5 0 + 3 12.9 0 

Killed staphylococ- —12 13.9 0 +3 11.2 0 
cus intraperitone- —16 13.4 0 
ally. +31 9.6 0 

; Av. 11.2 Av. 11.8 
No SrapHyLococcus AUREUS 
Control (3): 

Alkaline extract of +13 10.2 + 

anterior pituitary, -— 2 16.5 | +++ 


2 c.c. twice daily. 
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control groups remained in good condition 
throughout the 21 days. We must infer from 
this that by giving a killed culture of staphylo- 
coccus subcutaneously in gradually increasing 
doses the animals developed an immunity to the 
toxins of the organism, so that even large doses, 
such as 1200 million daily, were not sufficient to 
affect the thyroid apparatus. 

It was decided to give the staphylococcus by 
the intraperitoneal route, which would permit of 
rapid absorption, in the hope that a toxic effect 
could be obtained. Thirty-six female rats of 
ages varying from 124 to 171 days were used. 
Their body-weights varied between 130 and 200 
grms. The basal metabolism was determined 
at the beginning and every three days during the 


respiratory rate, accompanied by a coarse tremor 
of the entire body. The eyes were prominent, 


suggesting exophthalmos, in some of the rats. 


There were diarrhcea and polyuria. These rats 
resembled rats fed on thyroid substance in their 
nervousness and irritability and in their poor 
resistance to fasting. Rats fasted overnight for 
basal metabolism determination were frequently 
found dead in the morning. 

The control group of this series which received 
the alkaline extract of anterior pituitary without 
the staphylococcus showed some hyperplasia of 
the thyroid, which was contrary to our previous 
observations and those of other workers. They 
did not show any significant changes in basal 
metabolism or in thyroid weight. Unfortunately, 





Fic. 1—Thyroid gland from normal adult rat. 


observation period of ten days. Some of the 
rats died or were sacrificed during this period. 
Twelve rats were given 2 c.c. twice daily of the 
alkaline extract of anterior pituitary gland and 
one to three intraperitoneal injections of killed 
staphylococcus aureus in doses of 1.2 million to 
12.0 million. There were 3 control groups: 12 
rats received an alkaline extract of muscle in 
addition to the same number of intraperitoneal 
injections of staphylococcus; 6 rats received only 
the staphylococcus in the same number of doses; 
and a third group were given 2 c.c. twice daily 
of the alkaline extract of anterior pituitary only. 
The results of this series are shown in Table III. 
In the experimental group there was a significant 
increase in the basal metabolism, varying from 
24 to 64 per cent. The thyroid glands showed 
an increase in weight over the controls and all 
showed hyperplasia of the parenchyma. This was 
very marked in more than half the cases. The 
animals showed extreme muscular weakness and 
emaciation. There was an increase in the 


Fic. 2.—A hyperplastic thyroid gland in a rat re- 
ceiving alkaline extract of anterior pituitary in the 
presence of an infection. 


the possibility of infection already existing in 
these rats was not investigated at the time of 
autopsy. 

A photomicrograph of a normal rat thyroid is 
shown in Figure 1. The vesicles are lined with 
a flat epithelium. This is a frozen section in 
which the colloid material has been washed out, 
but the large vesicles indicate that abundant 
colloid had béen present. Figure 2 shows the 
thyroid of a rat receiving alkaline extract of 
anterior pituitary gland (2 c.c. twice daily for 
12 days) in the presence of an infection. This 
is entirely similar to the thyroid of rats receiving 
the intraperitoneal injections of killed staphylo- 
coccus and alkaline extract of anterior pituitary. 
There is marked hyperplasia. The lumina of the 
vesicles are almost obliterated by the high 
columnar epithelium, and the colloid has practic- 
ally disappeared. 
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SUMMARY AND CONCLUSIONS 


1. The thyroid of the rat appears to be resistant 
to the influence of anterior pituitary extracts. 

2. An alkaline extract of anterior pituitary 
gland, together with subcutaneous injections of 
killed staphylococcus aureus given in gradually 
increasing doses of 1.2 million up to 1200 million, 
seems to have no demonstrable effect on the 
thyroid apparatus. 

3. One to three intraperitoneal injections of 
staphylococcus aureus in doses of 1.2 million to 
12.0 million in conjunction with an alkaline 
extract of anterior pituitary will produce in the 
rat in 4 to 10 days a marked rise in the basal 


metabolism and an increase in the weight of the | 


thyroid with a severe hyperplasia. 


_ .I wish to express my sincere appreciation of the 
kind interest and help of Dr. J. B. Collip and Dr. D. L. 
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Thomson during the course of this investigation. I wish 
to thank Professor Francis E. Lloyd for preparing the 
photomicrographs. 
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CONGENITAL HYPERTROPHY OF THE THYROID GLAND 
WITH THE REPORT OF A CASE* 


By Donap S. MitcHeLL, M.D. anp R. R. StrutHers, M.D., 


Montreal 


CONGENITAL hypertrophy of the thyroid 

gland causing obstruction and death is of 
sufficient rarity in the literature to warrant the 
reporting of the following case seen recently in 
Montreal. 

The first report of congenital goitre was made 
in 1796 by Fodere, who called attention to the 
relation between parental and congenital thyroid 
enlargement. Adelman, in 1828, reported a case 
and Mondin the next in 1839. D’Arbent, in 
1849, reported the first case operated upon. 
Fabre and Thévénot’ reported 4 cases in 
1907, and in 1909, after a careful search of the 
literature, reported 130 cases, ineluding their 
own. Mooney,‘ in 1910, summarized the know- 
ledge to date and added 6 cases. Few reports 
have been made since then, although Skinner,° 
in 1924, reporting from Washington, lists 14 
congenital goitres from 140 obstetrical cases. 

Congenital goitre is not common, or may go 
unrecognized, but it is most frequently found in 


* From the Medical Service and the Department of 
Pathology, The Children’s Memorial Hospital, Montreal. 

Presented at the Tenth Annual Meeting of the 
Canadian Society for the Study of Diseases of Children, 
June 18, 1932. 


regions where goitre is endemic. On the other 
hand, Skinner® states that a rather striking fact 
is that in many localities where goitre is en- 
demic we have few or no reports concerning 
congenital varieties. For instance, in Chicago 
and the vicinity few cases have been reported, 
while in the north-west it is fairly common in 
general obstetrical practice. In addition to 
human beings, animals may be born with thyroid 
enlargement. It has been found in cattle, dogs, 
horses, pigs, eats and rabbits. Some types of 
fishes may also show goitrous offspring. In 
Skinner’s 14 cases the mothers were all goitr- 
ous, but the réle of heredity in causation is not 
agreed upon, excepting as a predisposing factor. 
Demme found 37 goitrous parents in 53 cases 
of congenital goitre, in 23 of which the mothers 
alone were goitrous. Out of 43 Richard found 
22 mothers and only one father with thyroid 
enlargement. The older reports stress this his- 
tory and also mention in-breeding in the same 
connection. Idiocy in the parents is mentioned. 
In 1923, Skinner® listed three main theories as 
etiological factors: (1) infection; (2) heredity ; 
(3) iodine deficiency. The vascular or conges- 
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tive type of congenital goitre has been blamed 
upon vicious intra-uterine positions, such as 
face presentation; but very few cases of face 
presentation have goitre and very few babies 
affected by goitre are face-presentations. Skin- 
ner concludes from results of ante-partum 
iodine treatment that congenital goitres are 
caused by lack of iodine in the mother’s food 
or else in her assimilation. 

The normal thyroid gland weighs at birth 
from four to five grm., according to the locality 
from which it is reported, the largest being 
from goitrous districts. Abnormally, the gland 
varies in size and weight. Heckler reported a 
large congenital goitre, weighing 416 grm. re- 
moved from a child who died at birth from 
asphyxia. Demme reported one weighing 102 
grm. Hither the entire gland may be involved 
in the hypertrophy, one or both lateral lobes, 
the isthmus alone, or in combination with either 
of the lateral lobes. One lobe may extend down- 
wards below the sternum. Ewing? classifies con- 
genital goitre under parenchymatous enlarge- 
ments of the thyroid gland. He states that the 
anatomical condition is usually a diffuse paren- 
chymatous hypertrophy, with overgrowth of 
well formed alveoli, lined with cells somewhat 
larger than in the normal fetus, and without 
any collection of colloid. The vascular type is 
characterized by an increase in the number and 
size of the vessels, especially the veins. The 
adenomatous and cystic types are uncommon. 
A rare fibrous type is reported by Demme in 
which a goitre the size of a prune, weighing 
195 grm., occurred in a fetus of four or five 
months. In a few eases the congenital paren- 
chymatous goitre has given origin to a very 
early carcinoma. Abbott and Ball* studied one 
hundred specimens of the thyroid obtained from 
fetuses after stillbirth and miscarriage. The 
authors assume that the pathological history of 
the thyroid in the human fetus and newborn 
infant is brought about by the same type of 
stimulus as in the adult, and that grossly the 
thyroid differs very little from that in the adult, 
except in size and weight. In this series 41 
per cent showed anatomical evidence of disease. 
The specimens were from supposedly pathologi- 
cal material. In a series of normal newborn 


infants the percentage of pathological changes 
in the thyroid might show a great variation 
from this figure. But the unquestionable path- 


ological alterations that have occurred in the 
thyroid gland before birth point to the neces- 
sity of thyroid medication for the mother during 
pregnancy, if the incidence of goitre is to be 
lowered. 

At birth, simple vascular congestion of the 
thyroid gland, as described by Fabre and 
Thévénot,*? may be confused with a true goitrous 
condition. The former subsides in a few hours 
or days, although the initial symptoms may be 
alarming. The common symptom is from com- 
pression of the trachea. Dyspnea at or shortly 
after birth is the usual sign. A moveable 
swelling in the thyroid region can be made out. 
Thymus enlargement usually extends from be- 
low upwards and does not move on swallowing. 

Treatment is active and phophylactic. Skin- 
ner’ states that if, at the time of birth, the 
child is markedly distressed, artificial respira- 
tion will be helpful, but if the dyspnea per- 
sists, then section of the isthmus may be done 
and has been performed with immediate relief. 
Tracheotomy, he says, should never be perform- 
ed, since bronchopneumonia, hemorrhage or 
other complication may arise. Intubation has 
been used as well as the foregoing surgical 
measures. AS was mentioned above, these 
goitres diminish fairly rapidly in relative size 
the first few days or week following birth, even 
when no treatment has been instituted, but a 
certain percentage persist into adult life. These 
should receive proper treatment for their reduc- 
tion; the very fact of an enlargement indicates 
a certain lack necessary for body development, 
and this indication should be heeded. Little 
has been written regarding the results of im- 
mediate post-partum, infaney or childhood treat- 
ment of goitres. The infants are often stillborn 
or survive only a few hours. If the infant 
survives 24 to 36 hours, the chances are good. 
The mortality.is high, however, even in cases 
operated on, 60 per cent of 23 of Richard’s 39 
eases having died. Skinner® reports on 900 
maternity cases who had received iodine regu- 
larly throughout the greater part of gestation 
and no goitrous babies were delivered. He 
administered 10 mg. of iodine t.i.d., beginning 
at the third of fourth month ante partum. 
From this record, he says, it seems justifiable to 
conclude that the giving of some form of iodine 
during the greater part of the gestation period 
may completely eradicate congenital goitre. 
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CASE REPORT 


Baby ‘‘W.D.’’ was a second child, a full term baby, 
apparently normal at birth (after a difficult delivery), 
weighing 8 lbs. 9 ozs. and was apparently normal up to 
the age of six weeks, having been completely breast-fed 
up to that time. At the age of six weeks he was seen 
because of difficulty in breathing, suggesting a cold in 
the chest and some difficulty in respiration while nurs- 
ing. Physical examination at that time revealed no 
cause for the difficulty. X-ray examination of the 
thorax did not reveal the presence of enlargement of 
the thymus gland. It was noted, however, on examina- 
tion, that the retro-pharyngeal space (see Fig. 1) was 
deeper antero-posteriorly than normal. One week later 
the symptoms, particularly cough and hoarseness, had 
become more marked, and there was palpable a fullness 
in the neck at the level of the thyroid gland. This full- 
ness consisted of a soft, spongy tumour, which projected 
laterally on either side of the trachea at the level of 
the cricoid cartilage, pressure on which increased the 
respiratory difficulty. It was about the size of a 





Fic. 1.—Skiagram showing protrusion of posterior 
pharyngeal wall into pharynx. 


walnut on either side, deep to the superficial fascia, 
fixed on deglutition and apparently causing respiratory 
difficulty by pressure on the larynx. During the course 
of the next few days this swelling became more marked, 
was not cystic, nor tender, but apparently produced 
narrowing anterio-posteriorly of the pharynx, by pushing 
forward the posterior pharyngeal wall. At the age of 
two months definite stridor was present, and during 
bouts of coughing, produced by taking food, occasional 
severe degrees of cyanosis were produced. These attacks 
gradually became more frequent and more severe, one at 
the age of 244 months being followed by pallor and 
apnea for some minutes. Stridor then became practical- 
ly continuous, with marked respiratory embarrassment. 

The child was admitted to the Children’s Memorial 
Hospital, at the age of 2144 months, for tracheotomy, 
which was performed by Dr. R. P. Wright, with relief 
of the stridor and dyspnea. After five days he was 
returned home apparently much relieved, but because of 
parental objection nothing had been attempted in the 
way of removal of the apparently hypertrophied thyroid 
gland. Two weeks later the child was found dead in bed. 

Abstract of post-mortem findings.—(C.M.H. <A31- 
115). With the exception of the organs to be described 
below, there were no congenital abnormalities or patho- 
logical lesions. The neck was very definitely swollen, 
both inferior and lateral to the thyroid cartilage. Oc- 
cupying the anatomical situation of the thyroid gland 
there was a firm quite hard tissue. This was thought to 
be, and later proved to be, an enlarged thyroid gland. 
The skin covering the thyroid was normal and there was 


no enlargement of the lymph nodes of the neck. A 
tracheotomy wound was present. This passed through 
the central portion of the isthmus of the thyroid. 
There was no evidence of infection of the walls of the 
tracheotomy wound or of the tissues about it. The 
tongue, pharynx, larynx, thyroid, trachea and the intra- 
thoracic organs were removed en masse. 

A careful and complete dissection showed the 
following. Each lobe of the thyroid gland was enlarged 
in all of its diameters. It completely surrounded the 
trachea. On the posterior aspect of the trachea the 
borders of the lateral lobes were in apposition. The 
enlarged thyroid was not adherent to the tissues about 
it, with the exception of the trachea, where it was a 
little more adherent than normal. The hypertrophied 
thyroid measured 12.5 em. in circumference at the 





Fig. 2.—Anterior view of organs of neck and thorax. 
‘A? and ‘*A’’, goitre; ‘‘B’’, tracheotomy; ‘‘C’’ 
thymus. 





Fic. 3.—Posterior view of organs of neck and 
thorax. ‘‘A’’ and ‘‘A’’, goitre; ‘‘B’’, tracheotomy; 
‘¢¢’’, compressed larynx; ‘‘D’’, compressed epiglottis 
(note fold in epiglottis). 
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isthmus. The isthmus was 2 cm. broad. The thyroid 
averaged .2 cm. in thickness. There was a tracheotomy 
wound through the central portion of the isthmus. The 
thyroid gland, though enlarged, conformed to the general 
outlines of a thyroid gland. The consistency of the 
thyroid was very definitely increased throughout. While 
the organ was firm it had not the density of the so-called 
Riedel’s struma. On section the tissues were pale, of a 
uniform colour, density and consistency;' there was 
a definite gross lobulation. No colloid material could be 
made out. The tongue and pharynx were normal. On 
account of the pressure exerted on it by the hyper- 
trophied thyroid gland, the epiglottis was practically 
folded upon itself. The trachea also showed very definite 
influence of pressure from hypertrophied thyroid gland, 
in that it was greatly narrowed. Its mucous membrane, 
as was that of the tongue, pharynx and trachea, was free 
from lesions. 

Examination of microscopic sections taken from 
various portions in the gland and stained with different 
stains showed the following. There were four striking 
abnormal findings in the thyroid gland; perilobular 
fibrosis, inter-acinal fibrosis, hyperplasia of the glandular 
elements, and almost complete absence of colloid. The 
perilobular fibrosis was very striking; the connective 
tissue here was dense and compact. The inter-acinal 
fibrosis was likewise striking; here the connective tissue 
was dense, compact, and showed some lymphycytic in- 
filtration. The hyperplastic glands were lined with 
rather tall epithelial cells, a good many of which had 
desquamated. No mitotic figures were seen. Many 
microscopic fields were examined before any colloid at 
all was found. When present, it was in small amounts 
and stained poorly as compared to normal. The blood 
vessels in the thyroid were not dilated and there were 
no groups of lymphocytes surrounding the germinal 
centres. 

Anatomical diagnosis.—(1) Diffuse benign con- 
genital hypertrophy of the thyroid gland; (2) mechani- 
eal pressure from an hypertrophied thyroid upon the 
epiglottis, pharynx and larynx; (3) diffuse fibrosis of 
the thyroid; (4) hyperplasia of the glandular elements 
of the thyroid. 
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SUMMARY 


Report of a case of congenital hypertrophy 
of the thyroid is presented, the symptoms being 
those due to obstruction of the air passages. 
Surgical removal of the thyroid gland was con- 
sidered very seriously, but in view of the high 
mortality in such cases the parents were un- 
willing to have this attempted. From published 
reports it would seem that section of the isthmus 
of the thyroid in cases producing pressure on 
the trachea is frequently followed by sudden 
death, due apparently to the immediate collapse 
of the trachea produced by the fibres of the 
capsule of the thyroid, which are posterior to 
the larynx. The usual family evidence of hyper- 
trophy of the thyroid, as reported in previous 
cases, was not present here, none of the immedi- 
ate family showing any evidence of thyroid en- 
largement. 


We wish to express our thanks to Dr. L. J. Rhea 
for his interest and assistance. 
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A CRITICAL ANALYSIS OF RADIOTHERAPY IN THE TREATMENT 
OF MALIGNANT TUMOURS* 


By Pror. Ga@sta ForssEL., 
Stockholm. 


III. 


HROUGH their capacity to influence morbid 
processes Roentgen and radium rays have 
found extensive use in therapy. During the 
first two decades of their use in cancer their 
employment caused disappointment in most places 
in the world. During the past decade reliable 
news from many sources indicates that in certain 
forms of cancer permanent cures in not incon- 
siderable numbers have been attained by radio- 
*We are permitted to publish this article by the 
courteous generosity of the author. The original article, 
“Radiotherapy of Malignant Tumours in Sweden” was 
read in London in 1929, as “The Tenth Mackenzie 


Davidson Memorial Lecture,” and printed in the British 
Journal of Radiology in May, 1930. 
*The two earlier articles in the series on physio- 


therapeutical subjects can be found in the Journal, 1932, 
27: pp. 521, 612. 


therapy. Vastly different results from sundry 
places, however, give rise to the assumption that 
certain definite conditions are necessary for the 
successful employment of radiotherapy in cancer. 
Thus the questions arise:—What has been gained 
by radiotherapy? How have positive results 
been obtained? What measures should be adopt- 
ed to attain greatest results? On the basis 
of experience gained at Radiumhemmet during 
the past twenty years I shall try to elucidate 
these questions. 

A conception of the capability of radiotherapy 
can only be obtained by examining the results 
along the same lines as those set up in surgical 
statistics. This is always exceedingly difficult, 


because in most places operable tumours have in 
the past been dealt with surgically. 


In the second 
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place, in most places it has been impossible to 
systematically carry out treatment and follow the 


cases for any length of time. At Radiumhemmet 
we have been able to follow practically all cases 
treated since 1910. Also, excepting in cancer 
of the skin, we began our attempts on inoperable 
cases. When we secured freedom from symp- 
toms in inoperable cases we felt entitled to pass 
on to border-line cases. When border-line cases 
reached a five-year cure, in a degree equal to 
surgery, we considered ourselves entitled to 
treat operable cases. This development has 
proceeded under constant cooperation and colla- 
boration with the leading surgeons in our country. 
In this way, for certain groups of tumours, 
judgment of the capability of radiotherapy, we 
think, is possible. 


THE Finat RESULTS OF SOLELY RADIOLOGICAL 
TREATMENT 


In order to make an exact comparison between 
the total capacity of the effect of surgical and 
radiotherapeutic treatment it is necessary to 
secure the percentage cures in proportion to the 
total number of cases which have been examined 
(absolute percentage cure). In many categories 
this is impossible, and we have to be content to 
compare the percentage cures in the cases 
treated. In surgical statistics, only those cases 
considered as operable are considered; in radio- 
therapeutic statistics there is always a large 
percentage of inoperable or serious border-line 
cases. 

In cutaneous cancer in operable cases, by 
means of radiotherapeutic attack, we have 
secured 78 per cent of permanent healing. The 
surgical result of treatment, according to Swedish 
statistics, is 65 per cent. In labial cancer, in 
operable cases without glandular metastases, 
radiotherapy secured 86 per cent cures; surgical 
statistics, show a maximum of 73 per cent. In 
cancer of the buccal cavity, without metastases, 
radiotherapeutic attack has given 55 per cent, 
five-year cures. Surgical statistics for cancer of 
the tongue without metastases show a cure- 
percentage of 41. 

In Sweden the leading gynecologists have for 
several years adopted radiotherapy in carcinoma 
of the uterine cervix. At Radiumhemmet car- 
cinoma of the cervix has given an absolute 
percentage cure of 20.6. The absolute percent- 
age with surgery is 18 per cent. In operable 
and border-line cases, we have secured a cure in 
40.4 per cent of the cases treated; the result from 








radical operations is 35.6 per cent. In cancer 
of the uterine body the absolute percentage 
cure by radiotherapy is 43.5; with surgery it 
is 43. In operable and border-line cases the 
corresponding figures are 60 and 58.8 per cent. 
Border-line cases with us have all passed over 
into radiotherapy. 

The results submitted permit the conclusion 
that exclusively radiological treatment in the 
groups of tumours mentioned reaches ultimate 
results obtained by surgery in those cases in 
which the tumour is limited to the primary 
locality. Within the sphere of cutaneous, labial 
and uterine cancer, radiotherapy has reached 
such a stage of development that it must be 
looked upon as the treatment of choice. 

Apart from groups mentioned, we have at- 
tained favourable results of long duration in 
many other localities, e.g., thyroid, ovary, vulva, 
mammary gland, etc. As yet, however, we are 
unable to submit statistics which will show the 
permanent healing capacity of solely radio- 
logical treatment in these groups. (For further 
statistical detail, see Brit. J. of Radio., 1930, 3:, 
New Series: No. 29, May, and Acta Rad, 1932: 
No. 73-74.) 


THE FinaL REsutts OF RADIOTHERAPY IN 
CoMBINATION WITH SURGERY 


During the last decade we have more and 
more made use of radiotherapy in conjunction 
with surgical operations. Just as the technique 
for exclusive irradiation was developed, so has 
this combined method been worked out. The 
operations were partly typically radical, but 
principally they were limited to the removal of 
local tumours or remains of tumours. The 
radiological end of the treatment is planned with 
the surgeon, but the radiologist is responsible for 
the radiotherapy. The general principle in this 
work is pre-operative irradiation to reduce the 
primary tumour, and also treatment of the first 
glandular area. During operation, where indi- 
cated, radium is inserted. After operation, 
further irradiation is given. 

Fixed glands are treated by irradiation only. 
Only freely movable glands that are easily 
operable are removed. If there are no palpable 
glands no removal of the area is carried out. 
As a matter of fact, in the absence of palpable 
metastases, the results of treatment are not 
improved by the clearance of the glandular area. 
In Sweden, combined treatment during the past 
decade has been used more and more in cancer 
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of the breast. Our foremost surgeons are co- 
operating with us in this work. 


THE ReEsutts oF COMBINED TREATMENT OF 
Breast CANCER 


In 75 cases in which there was post-operative 
treatment, 29 per cent were symptomless in 5 
years. In 45 cases in which there was pre- and 
post-operative treatment, 40 per cent were 
symptomless in five years. In Group One, 
(according to Steinthal’s classification of Breast 
Tumour) 70 per cent were symptomless and in 
Group Three 12 per cent. The average five-year 
surgical cure in Sweden is 20 to 23 per cent. The 
average result with combined treatment in 
Groups | and 2 is 39 per cent. The end-results 
are thus seen to be improved practically 100 
per cent. Pre- and post-operative irradiation in 
respect to statistical result is thus seen to be 
much superior to merely post-operative irradi- 
ation. Particularly remarkable is the accom- 
plishment of electro-endothermy when combined 
with radiotherapy in inoperable cases (Group 3). 
In this group five-year cures were secured in 
15 per cent. 

The palliative effect of combined treatment is 
eloquent when we take note of the life-extension 
conferred. According to Westermark, in an 
analysis of those cases that have died from 
cancer of the breast, those that were untreated 
lived an average of 31 months. With operation 
the average is 39 months. With operation and 
post-operative irradiation the figures rise to 49. 
With pre- and post-operative irradiation, the 
average is 61 months. To this fact must be 
added that local recurrence after adequate irradi- 
ation is comparatively rare. In Swedish material 
local recurrences after surgery appeared in the 
operation field in 55.7 per cent of the cases with 
‘recurrences. After combined attack local re- 
currence appeared in only 34.6 per cent of the 
eases in which recurrence was observed. About 
two-thirds showed exclusively distant metas- 
tases. This high precentage of malignant growths 
permanently eliminated from the irradiated field, 
although the disease was already disseminated, 
well iliustrates the réle of irradiation. 

Combined therapy not only functions to pro- 
duce lessened local recurrence, but life is pro- 
longed and the disease takes on. a much less 
painful and milder course for the patient. 

On. the basis of our experience we venture to 
express the opinion that radiotherapy combined 
with surgery constitutes the treatment of choice 


in both operable and border-line cases of malig- 
nancy of the breast. Not infrequently in in- 
operable and border-line cases, other than breast 
cases, radiotherapy will succeed in turning 
inoperable tumours into operable ones. 


THE VALUE OF RADIOTHERAPY AS A PALLIATIVE 
METHOD OF TREATMENT 


The curative capacity of radiotherapy can 
only be judged from the extent to which per. 
manent and complete absence of symptoms has 
been obtained. The value of radiotherapy, 
however, cannot be judged by five-year cures. 
We must consider also its palliative value. A 
great percentage of the cases not permanently 
cured receive more or less lasting freedom from 
symptoms and alleviation of severe suffering. 

Swedish Cancer Association statistics have 
shown that only one-third of those seeking 
assistance can be dealt with by operation, and 
of those operated upon, at the most only one- 
third are definitely relieved. Of all cancer 
patients, it is thus seen that only about 10 per 
cent are permanently healed by surgical opera- 
tion. For the bulk that cannot be cured radio- 
therapy is so far the only method of givingany aid. 

To make an exact estimate of palliative effect 
is difficult. In our experience the best objective 
gauge is the frequency of primary healing attained 
by treatment. In the years 1921 to 1927 the 
number of patients examined at the Radium 
Home was 4,470. Of this number 75 per cent 
were treated solely radiologically. Of the total 
number of cases seen 38 per cent obtained primary 
healing and freedom from symptoms. This figure 
is high because of the fact that nearly one-half the 
cases were made up of cutaneous, labial and 
uterine cancers. In both operable and border- 
line cases during the past decade the medical men 
of Sweden have remitted the majority of this 
material to the clinic for irradiation. 

Under exclusive radiological treatment (75 
per cent of the total number of cases seen) 51 
per cent of the cases so treated were rendered 
free of symptoms (primary healing obtained). 
In those cancer localizations where a great 
number of operable and border line cases has 
occurred, primary healing occurred in 72 per 
cent. In cutaneous cancer there was primary 
healing in 92 per cent; in labial 78 per cent; and 
in uterine cancer 58 per cent. In the cancer 


localization in which practically only ‘inoperable 
cases have occurred primary healing occurred 
in 27 per cent. 
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THE PERMANENCE OF RADIOLOGICAL 
HEALING 


Is the primary healing that is accomplished by 
radiotherapy equivalent to that brought about 
by surgery? This question is not only vital to 
further progress but is essential to the develop- 
ment of radiology. Only by a comparison of the 
permanent healing performance and primary 
healing can a knowledge of permanency be 
gained. In surgery, primary healing is reckoned 
from the convalescent period following surgery. 
With radiotherapy primary healing is considered 
to have occurred when the patient is symptom- 
less, and when tumour remnants cannot be 
estimated by sight or touch. 

The results of our comparison with surgery in 
the matter of permanency are as follows. Once 
primary healing has been obtained by radio- 
therapy, the percentage of recurrence in most 
cancer localizations is lower than after primary 
surgical healing. In none of the groups ex- 
amined is it higher. Recurrences appear in 
both situations of treatment, mostly in the first 
and second year. In the skin group we found 
recurrences in 20 per cent. In the Swedish 
surgical statistics recurrence was noted in 24 
per cent. In lip cancer, we found recurrence in 
13 per cent in cases without glandular metastases; 
surgery showed recurrence in 27 per cent. In 
all uterine cases (75 per cent were inoperable and 
border-line) we found recurrence in 41 per cent; 
in operable and border-line cases the percentage 
of recurrences was 31. Surgery showed recur- 
rence in 47 per cent. 


THE Score oF RADIOTHERAPY IN THE 
TREATMENT OF CANCER 


This is only seen in a synopsis which shows 
not only the curative and palliative effect in the 
various cancer localizations but also those local- 
izations which do not respond. For this purpose, 
with the aid of Nystrom’s statistics of all cancer 
patients in Sweden who consulted a physician or 
surgeon in a certain period, we have drawn up 
diagrams.* In these diagrams we have shown 
the indications for radiotherapy in four groups 
of tumour localizations. Included in Group 1 
are those localizations in which radiotherapy is 
the treatment of choice in operable and border- 
line cases and in practically all inoperable cases, 
viz. car. cutis, labii, uteri, and about a seventh 
of the sarcomas or about 19 per cent of all 


*Vide loc. cit. Brit. J. Radiol. 


malignant tumours. In Group 2 are those 
localizations in which combined attack is con- 
sidered the treatment of choice in operable cases 
and in the majority of inoperable cases, including 
car. oris (et lingue), pharyngis, laryngis, maxille, 
thyreoide, mammez et ovarii, vagine, vulve, 
penis, and about two third of the sarcomas or 
together about 25 per cent of all malignant 
tumours. In Group 3 are those localizations in 
which surgery is the treatment of choice in 
operable cases but is combined with radiotherapy 
in borderline cases, comprising car. cesophagi, 
recti, renis, vesice urin., prostate, and about a 
fifth of the sarcomas, or about 12 per cent of all 
malignant tumours. In this group most of the 
inoperable cases profit by radiotherapy. In 
Group 4 are those localizations in which surgery 
is the only practical treatment, viz., carcinoma 
of the digestive organs. (except carcinoma of 
the cesophagus and rectum), and carcinoma of 
the lungs, or about«44 per cent of all malignant 
tumours. 

From these figures it is apparent that there is 
an indication for radiotherapy in practically one- 
half of the total cancer material. For consistent 
radiological treatment we have found that for 
every one thousand patients treated per annum 
in the Clinic about forty beds will be required. 


ConpDITIONS NECESSARY FOR CARRYING OUT 
SATISFACTORY RADIOTHERAPY IN 
MALIGNANT TUMOURS 


Why has the capacity of radiotherapy to 
effect a lasting cure in malignant tumours been 
at times so generally doubted? The chief 
causes have been lack of control, insufficient ex- 
perience, inadequate resources, and failure to 
limit the use of radium, not only in the treatment 
but in the follow-up of the case, to one man. 
In the combined surgical and radiological treat- 
ment of tumours the surgical interference has 
hitherto been regarded as of main importance. 
Where the entire tumour cannot be removed by a 
cut in sound tissue, radiotherapy is the chief 
treatment, and surgery is but auxilliary. Until 
this is clearly understood the combined treatment 
is doomed to failure. 

Experience in Sweden and elsewhere has gone 
to prove that only in well equipped special 
clinics has success been gained in developing and 
improving this method of treatment. In order 
to obtain the best results, it is necessary that 
specially qualified medical officers should have 
full charge of the work. Not only should they 
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have ample time for current work, but also there 
should be time for scientific study. Well equip- 
ped and expensive laboratories, also large quanti- 
ties of radium, are necessary. A specially trained 
staff of nurses, technical assistants, and servants 
is also required. A _ radiophysical section is 
imperative to scientific control. For accurate 
diagnosis a pathological laboratory and a tumour 
pathologist are essential. The medical man who 
devotes his services to a radiotherapeutic clinic 
should be trained in both surgery and radio- 
therapy, but he must forsake general surgery, 
because radiotherapy will necessarily occupy all 
his time and undivided attention. Close associa- 
tion with outstanding surgeons is essential. 

In order to secure intimate cooperation between 
surgery and radiotherapy it is necessary that the 
radiotherapeutic clinic be attached to a large 
clinical hospital. Radical operations and auxilli- 
ary interferences that call for great surgical skill 
should be performed in the surgical clinic, but 
minor operations and endothermic operations 
are usually performed in the radiotherapeutic 
clinic. 


THe FutTure oF RADIOTHERAPY IN THE 
TREATMENT OF TUMOURS 


Radiotherapy must be definitely recognized as 
a method of local treatment, and it can never 
become a universal agent or panacea. The 
sphere in which radiotherapy has prospects of 
further progress in increasing the percentage 
cures over and above those achieved by surgery 
is chiefly in such tumours as are restricted to the 
primary locality or the first glandular region and in 
which surgery finds difficulty in removal because 
of its peculiar localization or infiltration. The con- 
ditions necessary to this development are definite. 
The cases must come at the earliest possible 
stage under radiotherapy. Radiology must not 
become an ultimate refuge after unsuccessful 
surgery which should never have been performed. 
The immediate sphere for development is thus 
the border-line case. In those localizations in 
which radiotherapy has achieved better results 
than surgery, radiotherapy should be responsible 
for the operable cases. 

A vast field for the further development of 
radiotherapy is combined surgical-radiological 
therapy. Here the task is to reduce the size of 
the primary growth and better limit the same 
from its surroundings by irradiation prior to 
Operation, and also to weaken the vitality of the 
tumour; thus diminishing the risk of reimplanta- 


tion or of the spreading of the tumour through the 
operative interference. Its further task is, after 
the operation, to attack fragments that possibly 
remain and to sterilize the adjacent glandular 
region. Organized cooperation between surgery 
and radiotherapy is an important condition to 
this development. The fundamental condition 
for full development of this field is a centralized, 
perfectly equipped clinic, under the supervision 
of men trained in the work. It is of very sub- 
ordinate importance that every hospital should 
have radium; it is of the utmost importance that 
radiotherapy be applied in an effective manner. 
The benefit of the patient must take precedence 
over all other considerations. 


In cancer disease only the best treatment can 
be approved. We are aware that cancer differs 
from most other diseases by the fact that it 
does not heal by itself. The disease means 
death unless the whole tumour is removed by 
treatment. There is always great risk to the 
cancer patient in radiotherapy being applied in 
places where there are insufficient resources and 
inadequate experience in radiotherapy, for as a 
rule unsuccessful attack cannot be repaired by 
fresh treatment. 


A sine qua non for the improvement of radio- 
therapy is properly organized research and 
tuition. The only prospect of attaining this is 
in the establishment of adequately equipped 
radiotherapeutic clinics in conjunction with 
large hospitals so that radiotherapy may be 
given an opportunity for constant and intimate 
cooperation with other practical and theoretical 
spheres of medicine. The sums being spent on 
radium will be largely wasted and disaster for 
patient and staff will occur unless at the same time 
there are provided perfectly equipped clinics for 
radiotherapy. Radium is an important agent 
in the struggle against cancer, but radium alone 
will never cure a patient. For the latter it is 
absolutely necessary to have well equipped and 
thoroughly organized special clinics and able 
physicians who possess skill, knowledge and ex- 
perience, and who are willing to devote life and 
soul to radiotherapy. 


CONCLUSIONS 


1. In treating malignancy by radiotherapeutic 
measures very definitely defined procedures are 
essential to accomplishment. 


2. It is not radium but radium efficiently 
applied that makes for success in treating cancer. 
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3. A properly organized, adequately equipped 
and an efficiently staffed cancer clinic is funda- 
mental in a radiotherapeutic program. 

4. A radiotherapeutic clinic should be situated 
in a large hospital, in close association with a 
well organized surgical department, and in a 
position to take fullest advantage of every helpful 
association. 

5. Indication for radiotherapy is to be found 
in at least fifty per cent of the total cancer 
incidence. 

6. In appraising radiotherapy it is essential to 
recognize its tremendous palliative value. De- 
prived of radiotherapy, ninety per cent of the 
total cancer patients would be deprived of hope. 

7. In the present state of advance within the 
sphere of cutaneous, labial and uterine malig- 
nancy,’ radiotherapy must be considered the 
treatment of choice. 

8. Combined surgical-radiotherapeutic attack 
both in operable and border-line cases of breast 
malignancy has improved the end-results to such 
degree that it must now be recognized as the 
treatment of choice. ? 

9. The capacity of radiotherapy to accomplish 


cures has frequently been doubted. The chief 
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causes of failure, in cases that present an indi- 
cation for radiotherapy, are insufficient resources, 
inadequate experience, and failure to limit its 
application to those skilled in its use. 


10. A medical man who devotes his services 
to a radiotherapeutic clinic must forsake all else 
and be willing to devote life and soul to radio- 
therapy. 


11. Combined surgical radiotherapeutic attack 
offers a large field for future development. A 
sine qua non to improvement in procedure is 
properly organized research in adequately equip- 
ped clinics. 

12. In “‘combined attack” the principle in- 
volved is that of pre-operative irradiation, im- 
plantation during surgical procedure, and post- 
operative irradiation. , 

13. ‘Combined attack” is doomed to failure 
until it is fully recognized that radiotherapy is 
not an auxilliary treatment measure, but the 
primary means of attack. 

14. It is of utmost importance that radio- 
therapy be applied in an effective manner. The 
benefit of the patient must take precedence over 
all other considerations. 


THE PROGNOSIS IN CARDIAC DISORDERS* 


By Rosert Dawson Rupo.r, M.D., F.R.C.P., 


Toronto 


HE subject of prognosis in circulatory dis- 

orders is such a large one that I shall limit 
myself to cardiac conditions, and even then can 
only touch upon some of the most important 
points. 

It may at the outset be said that, whatever 
the lesion or cardiac derangement, the prospects 
depend almost entirely upon the condition of 
the myocardium. A good heart muscle can 
carry on in spite of a heavy handicap, while 
a weak one may break down when the work 
required of it is of the slightest. 

There are two kinds of prognosis—the im- 
mediate and the ultimate; and often one may 
be good and the other bad, or the reverse. For 
example, in conditions such as a passing tox- 
mia the immediate prognosis may be bad, and 
yet, if the patient survive, the ultimate one may 


*An address delivered before the Nova Scotia 
Medical Society, July, 1932. 


be quite good and he may attain the full dura- 
tion of life as well as if he had not so suffered. 
On the other hand, there are many states, such, 
especially, as rheumatic involvement of the 
heart, where the immediate prospects are usually 
quite good, and yet the ultimate prognosis may 
be grave, in that some damage has been done 
which later will give rise to embarrassment. of 
the circulation and so shorten life. 


FUNCTIONAL DISTURBANCES OF THE HEART 


Usually when a patient complains of his 
heart no organic disease is present, and the 
prognosis is good as regards the probable dura- 
tion of life, although the disturbed state may 
continue to give much subjective trouble and 
make the life a subnormal one. Something like 
nine out of every ten cases admitted to military 
hospitals during the War showed no signs of 
organic disease. The organic case. more often 
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suffers from dyspnea, edema of the dependent 
parts of the body, cough, ete., which signs do 
not suggest heart to the patient although they 
do so to the medical attendant. 

The heart may be functionally disturbed from 
a variety of causes, of which the chief are 
nervous and toxic. During the War the most 
common diagnosis of these cases was ‘‘D.A.H.’’, 
meaning ‘‘disturbed action of the heart.’’ This 
may have followed some infection such as in- 
fluenza, or a toxemia, but in most instances 
was really cardiac neurasthenia. A _ careful 
history revealed that the patient was an old 
neuropath, and the extra strain of active service 
(nervous rather than physical) had only em- 
phasized a pre-existing condition. Here the 
heart was organically sound, but its nervous 
control was diminished; and treatment along 
the lines of raising the general nervous tone, 
especially in the form of carefully-regulated 
physical exercises, in very many instances re- 
lieved the condition; although the sufferers, 
being already of low nervous calibre, were 
seldom fit for more than service behind the lines. 
As regards toxemias, these may come from 
within the body, as in alimentary toxemia, 
hyperthyroidism and various infections, or are 
introduced from without, as in excessive use 
(for the individual) of tea, coffee and tobacco. 
The poisoning may be just sufficient to tem- 
porarily weaken or excite the heart, or be 
enough to cause degeneration of the myo- 
cardium. The heart, however, has a marvellous 
power of recovering from such changes if only 
the source of the poisoning be removed, as is 
seen in the relief following successful treat- 
ment of Graves’ disease. Usually it is the rate 
that is chiefly affected functionally, as a rule, 
in the direction of increase on exertion or even 
during rest, but occasionally it is slowed, as in 
the instance of a man who while suffering from 
tympanites had a pulse-rate of forty, with no 
alteration in conduction, which rose to normal 
after due attention to the alimentary condition. 


DISTURBANCES OF THE CARDIAC RHYTHM 


Cardiac irregularities often give rise to un- 
necessary anxiety, although of course, some of 
them are serious. The recognition and separa- 
tion of the different types we owe largely to the 
brilliant work of the late Sir James Mackenzie. 
The slighter forms, such as sinus arrhythmia 


and premature systoles, usually oceur in the 
absence of demonstrable organic change, but in 
the others and especially in heart block, this is 
commonly present. 

1. Sinus arrhythmia.—Here the heart-rate is 
constantly varying, chiefly in response to respir- 
ation. It is often called youthful irregularity, 
and certainly occurs most frequently in child- 
hood, but it is also often present in young 
adults and may, chiefly through a mistaken 
diagnosis, give rise to much unnecessary anxiety. 
The condition has no significance, and indeed 
Mackenzie used to teach that it was a sign of 
a healthy heart muscle. 

2. Premature systoles.—In this condition 
stimulus-production is taking place in some un- 
usual spot in the heart and produces auricular 
or ventricular premature beats. These may 
occur only oceasionally, or may come in groups 
when the condition is one of the forms of 
paroxysmal tachycardia. Occasionally one sees 
a ease where for periods the pulse rate at the 
wrist is exactly half of the heart rate, an extra- 
systole occurring after each normal beat, which 
fails to reach the wrist. Extra-systoles in the 
absence of other signs mean very little, and are 
probably toxic, from indigestion or the abuse of 
tea, coffee or tobacco. One need scarcely say 
that extra-systoles may complicate organic dis- 
ease, but here it is this disease that darkens the 
picture. 

3. Auricular fibrillation—This delirium of 
the auricles may be a passing condition and due 
to some toxemia, as is often seen in Graves’ 
disease, but otherwise means myocardial change 
and is of grave significance. Fortunately, its 
bad effects on the ventricles can usually be 
largely controlled by digitalis, and it may often 
be at least temporarily removed by quinidine, 
but it is a bad mark in the patient’s medical 
history and commonly means that he is far 
down the hill. All the same, the auricles have 
little influence in the general circulation, and 
if the ventricles are not unduly disturbed by 
the disorderly shower of impulses coming 
down from above a patient may have auricular 
fibrillation for a long time without becoming 
an invalid. The degree of distress that occurs 
when fibrillation first sets in is in some measure 
a test of the state of the ventricles. It throws 
an extra load on the heart, and if this be well 
borne we may assume that the muscle is in 
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fair condition, while if embarrassment ensue it 
is evidence that this is not the case. 

4. Auricular flutter—This is usually a diffi- 
cult thing to diagnose without special instru- 
mental aid and especially the electrocardiogram. 
It means myocardial disease and as such is 
serious, but an individual can for long suffer 
and yet scarcely be aware of it as long as the 
ventricles do not respond to the too frequent 
impulses from the auricles. This is because a 
lowering of conduction is usually present and 
thus the ventricles are spared. But every now 
and then the block, for some reason or other, 
is lifted and then the ventricles take on the 
rapid rate. Such attacks of paroxysmal tachy- 
cardia may last from a few seconds to hours 
and even days, and if they persist the circula- 
tion soon shows signs of failure, and, especially, 
the veins become engorged. In one case which 
ended fatally after several days the veins at 
the root of the neck were more engorged than 
I have ever seen otherwise. Flutter can some- 
times be got rid of by the use of massive doses 
of digitalis, which may change the rhythm to 
fibrillation, and as the drug is eliminated the 
fibrillation may give place to normal rhythm, 
but the flutter is very apt to return. 

5. Heart-block.—Interference with the pass- 
age of impulses from the auricles to the 
ventricles may be due to some toxemia, as in 
digitalis poisoning, and various acute infec- 
tions, like pneumonia and rheumatic fever. 
Such eases usually clear up when the poisoning 
disappears. Otherwise the cause is probably 
organic and unless in syphilitic cases (where 
specific treatment sometimes is effectual) is 
very liable to persist. Heart-block occurs in all 
degrees, from a mere delay in conduction to 
complete dissociation of the auricles and 
ventricles. The seriousness of the condition 
depends on the degree of involvement of the 
heart muscle and the nature of the involve- 
ment. Where the changes are confined largely 
to the region of the auriculo-ventricular bundle 
the chief danger is from syncope (Stokes-Adam 
syndrome). One sometimes sees a patient with 
partial heart-block who has for long had such 
seizures and, who, when the block becomes 
complete, passes into a state of comparative 
comfort. I recall a man who for fifteen years 
had partial block with frequent severe attacks 
of syneope, but when the block became com- 


plete these ceased and he was able to live a 
normal life for several years until at the age of 
79 he died of bronchitis. But such cases are 
rare and most die in a synecopal attack or go 
on to gradual heart failure. 

6. Pulsus alternans.— The rhythm here is 
quite regular but every alternate beat is 
weaker than the preceding one. The condition 
usually means a profound exhaustion of the 
heart muscle and as such is very serious. All 
the same, slight degrees of alternation are 
quite common, if delicate tests are used, and it 
is only when the trouble is noticed in the 
ordinary taking of the pulse at the wrist that 
the outlook is so serious. Thus it has been 
shown that if slight pressure be put on the 
upper arm with a cuff a degree of alternans is 
quite commonly elicited in conditions like 
pneumonia. Pulsus alternans is common in 
elderly arteriosclerotics where the heart is 
beginning to give out, and such patients seldom 
live beyond six months after the alternation 
has been discovered by the ordinary clinical 
method of feeling the pulse at the wrist. 


ORGANIC HEART DISEASE 


1. Acute disease—A previously healthy heart 
may be attacked by some local infection, or may 
be involved in a general toxemia from some 
systemic one such as pneumonia, typhoid 
or diphtheria. In acute cardiac infection it is 
more and more being realized that it is the 
extent of involvement of the myocardium that 
decides the immediate outlook. Rheumatic 
fever is by far the most common form of such 
infection. In exceptional cases of this the 
muscle is so involved that death occurs in the 
acute stage (this is specially true of young 
children), but in the great majority of instances 
it is the endocardium, and less often the peri- 
cardium, that bears the brunt of the attack, 
(although the myocardium seldom entirely 
escapes) and recovery is the rule, but some 
structural damage remains, such as a deformed 
valve or an adherent pericardium, which, at a 
later period and perhaps years after the acute 
attack, will hamper the heart and eventually 
lead to a breakdown. So one may say that the 
immediate prognosis in acute rheumatism of the 
heart is good, but the ultimate is not so good. 

In other infections, such as those with S. 
hemolyticus, pneumococcus, staphylococcus and 
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gonococcus, the immediate outlook is bad and 
death is apt to oceur very soon. Subacute 
endocarditis of the S. viridans type is usually 
fatal within a few months, but occasionally one 
comes across a case of apparently complete 
recovery. 

When the heart is involved in early syphilis 
the outlook is fairly good if the specific treat- 
ment be thorough, but tertiary cases are much 
more serious, and death commonly oceurs within 
five years after cardiac symptoms have set in. 

2. Chronic disease——Where signs of chronic 
organic heart trouble are found, such as hyper- 
trophy, alteration in the heart sounds, etc., the 
question of prognosis depends chiefly on the 
present or future condition of the myocardium. 
As regards murmurs, a pessimist might almost 
say that on the whole the introduction of the 
stethoscope had done more harm than good, in 
that it fixed the attention of the examiner upon 
a single sign to the exclusion of the rest of the 
clinical picture. People were spoken of as 
suffering from an aortic diastolic murmur or a 
mitral systolic one, as if these sounds were 
diseases. Even now when we speak, for ex- 
ample, of a leaking valve or a mitral stenosis 
these faults in the cardiac pump mean little, 
except in so far as they hamper or increase the 
work of the ventricular muscle, so that in con- 
sidering the prognosis it is on the efficiency of 
this that we must concentrate our attention. 
The auricles are in a way unnecessary and can 
be paralyzed as in auricular fibrillation and still 
a sufficient circulation be carried on, if only the 
ventricles do their work. 

As regards individual valvular lesions and the 
murmurs which reveal them, it may be said that 
as a rule systolic bruits are of little significance. 
Especially is this true of a pulmonary one which 
is the commonest ‘‘bruit of debility’’ and will 
disappear when the general tone of the body 
improves. A mitral systolic murmur means a 
leakage backwards into the auricle which may 
be temporary or permanent. It is of slight 
importance in the absence of cardiac hyper- 
trophy, and even then must not have much 
weight put upon it. In the aortic area a sys- 
tolic bruit means little unless it is accompanied 
by a thrill, when it has some bearing on the 
future. 

Diastolic murmurs are more important. In 
the mitral area they signify stenosis and are 


apt to mean progressive narrowing. Such 
patients seldom live beyond the age of fifty. 
Aortic regurgitation is usually of grave omen, 
but the seriousness of course depends upon the 
degree of leakage, and this may be gauged to 
some extent by the amount of collapse of the 


_pulse between the beats—in other words the 


pulse pressure. Much indrawing of the pre- 
cordium during systole suggests extensive 
pericardial adhesions which may much hamper 
the efficiency of the heart. 

In every case where organic disease is de- 
tected it is necessary to see how well the heart 
is bearing up under the strain. Here the 
medical history is of great importance. Often 
during an examination, such as for life in- 
surance, some lesion is detected and the 
applicant may be truly astonished and shocked 
when his application is turned down or his life 
is ‘‘loaded.’’ On the other hand, when he is 
first examined he may be having symptoms of 
circulatory distress (of which the commonest is 
dyspnea) and signs of over-filling of the venous 
system, with cyanosis, edema, enlargement of 
the liver, ete. Most cases of heart failure show 
auricular fibrillation and this extra handicap 
has probably precipitated the breakdown. It 
follows that when failure occurs while the 
rhythm is regular the myocardium is far gone, 
and such cases seldom last more than eight 
months after the appearance of edema. 

After the history has been duly weighed the 
most valuable test of where the patient stands 
in regard to heart reserve is the employment 
of carefully regulated physical exercise. This 
method, which was so much developed during 
the War, is of infinite value in ascertaining the 
immediate prognosis, but of much less use in 
judging of the ultimate outlook. The follow- 
ing ease illustrates this well. 


An officer was invalided from France to England 
after slight ‘‘gassing.’’? When being ‘‘boarded’’ he 
was found to have an enormous heart, with double 
aortic and mitral lesions, and the pulse was of the 
water-hammer type. His history was that at the age of 
twelve he had suffered from rheumatic fever and after- 
wards was kept in bed for a year on account of a bad 
heart. He recovered and soon was captain of his school 
football team and later of a college one. Somehow he 
got into the army and served at the front for over two 
years. While there he was captain of his battalion 
football team, and during some sports in a slack period 


‘the won so many events that he was presented with a 


gold medal as the best athlete present. 
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In this man the immediate prognosis was 
excellent and he could have passed the most 
strenuous physical tests, but what about the 
future? I do not think that even the most 
easy-going insurance examiner would have ac- 
cepted him on any terms. 

As a rule people who develop organic dis- 
ease of the heart in early life last longer after 
it than do those in whom it occurs later on. In 
the latter degenerative myocardial changes are 
apt to be present which lessen the power of 
the muscle to respond to the extra work thrown 
upon it by the lesion. 

In sizing up the outlook of a heart case, the 
occupation and habits of the individual have 
much bearing. Many a man with a bad lesion 
will keep going for long if his occupation does 
not eall for much strain and his habits tend 
towards a healthy state of the myocardium. 

Angina pectoris—True angina pectoris, as 
originally described by Heberden, is. usually 
easy to diagnose. The patient, commonly a man 
of forty to fifty years of age, begins to have 
arresting attacks of pain about the precordium 
often radiating down an arm. These attacks 
are ordinarily brought on by exertion, espe- 
cially when indulged in immediately after a 
heavy meal or in cold air. In such a case we 
generally surmise that there is narrowing of 
the coronary arteries or disease at the root of 
the aorta and this usually turns out to be right, 
although not always. After all, angina is but 
a symptom and may be due to a variety of 
causes, some of which are temporary. Decided 
and even total blocking of a coronary artery 
may be found without any pain having occurred 
during life, and on the other hand much and 
even fatal angina can exist and yet little be 
found after death to account for it. True 
angina is rare in women, so one should be 
cautious in diagnosing it in that sex. 

The anginous patient often has a high blood 
pressure, but this is not necessarily the case, 
and, by the way, the outlook is worse when the 
attacks come: on in its absence. The prognosis 
depends on many things, such as the pathology 
of the underlying cause, the circumstances pro- 
voking attacks, the nature of the attack itself, 
and the condition of the heart apart from the 
seizures. It is exceptional for a first attack to 
be fatal, and the majority of sufferers do not 
die in an attack but from heart failure later on. 
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C. F. Coombs writes, ‘‘A surprisingly large 
number of persons have only one attack, or else 
a few attacks at long intervals; while some go 
through a series and come out into smooth water 
again. Such good fortune falls especially to 
those whose heart is in fair condition, but over- 
taxed by high arterial pressure, or by leaking 
aortic valves and a laborious occupation. Pain 
is a warning, a protective phenomenon, which 
says to its victim, ‘Don’t do it again,’ and if 
the anginal patient will listen to this advice he 
may escape further punishment.’” 

Coronary thrombosis——A diagnosis of coro- 
nary thrombosis is very common nowadays and 
the question arises if the disease is really more 
prevalent, or whether the frequency is not due 
to our attention having been directed to it and 
also to more accurate methods of examination. 
The latter is probably the true explanation. 
Formerly the cases were called angina (and un- 
doubtedly pain is usually the outstanding symp- 
tom) but now we know that many of them are 
due to coronary plugging with thrombosis, and 
usually the electrocardiograph shows that the 
myocardium is affected. When at first only the 
well-marked cases were recognized the outlook 
was very grave. Many died at once, and of 
those who survived only about half recovered. 
But further study has shown that many slight 
cases occur and when these are added to the 
list the outlook becomes much less momentous. . 

Myocardial infarction is really a very com- 
mon condition. Recently R. Barnes and R. G. 
Ball found that ‘‘In a thousand consecutive 
post-mortem examinations on people who had 
died from various conditions more or less 
localized myocardial infarction was recognized 
in 4.9 per cent; and in 685 of these subjects 
who had lived to beyond the age of 40 the 
percentage was 6.86:’? In many there was 
evidence of several infarcts. Again, Klotz and 
Lloyd, a couple of years ago, wrote, ‘‘We have 
on repeated occasions noted the effect of the 
interference of the coronary circulation upon 
the myocardium and have observed the presence 
of extensive plaques of myocardial fibrosis in 
individuals who during their lifetime have never 
shown evidence of ecardiae distress.’’"* From 
these statements as well as from many others 
now available one must conclude that in most 
eases of coronary obstruction the condition is 
unrecognized and does little harm, and only in 
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bad eases do arresting symptoms occur. The 
larger the artery blocked and the more suddenly 
this oceurs the greater will be the gravity of 
the case. A slowly developing obstruction gives 
time for the establishment of a degree of col- 
lateral circulation. When one remembers that 
the arteriosclerosis is usually very widespread 
in the coronary vessels it is not surprising that 
subsequent attacks are apt to occur. 

The electrocardiograph is of great value in 
the diagnosis of these cases. Negative trac- 
ings may occur when the disease is evident, but 
several tracings taken at short intervals will 
probably show it up by inversion in the T. 
waves and R.T. changes. It is interesting to 
note that R. W. Scott and others found in 
experimental work on dogs ‘‘no characteristic 
R.T. deviations after ligature of the descend- 
ing branch of the left coronary artery up to 
sixty minutes following the tie.’’** Nor was the 
heart embarrassed in most eases. If however, 
the inferior vena cava was ligatured in these 
dogs typical changes occurred in five minutes. 
The suggestion here is that the previously 
healthy hearts had such efficient collateral 
circulation that complete anemia of the in- 
fareted area was prevented. It is interesting 
to note also that where ligation of the descend- 
ing branch of the left coronary artery is not 
followed by changes in the electrocardiogram 
any increase in the work of the heart in the 
animals is so. Hence the importance of com- 
plete and prolonged rest after a seizure in the 
human being. 


While the electrocardiograph is of much 
value in helping to establish the diagnosis in 
doubtful cases its importance in prognosis is 
slight according to Parkinson and Bedford,° 
cases with severe symptoms sometimes showing 
little change and those with few a great deal. 


I have purposely not burdened this address 
with statistics, because although a wealth of 
insurance and other data exists from which one 
can say how many eases of a certain class of 
disease are likely to last how long, nothing is 
more misleading than the application of such 
figures to the individual case. Many cardiac 
patients keep going year after year, when 
according to the law of average they should 
long ago have ‘‘thrown up the sponge.’’ Any 
practitioner of experience can recall cases like 
the following. A man who all his adult life 


had had aortic regurgitation and yet lived 
comfortably to the age of eighty-three. <A 
young fellow who was invalided home from 
India with double aortic disease and yet was 
apparently well, thirty years later. A lady 
came to me complaining of palpitation and 
pain about the heart in 1905, and was found to 
have mitral regurgitation and so much eardiac 
hypertrophy that the apex could be felt beating 
forcibly in the mid-axillary line. I have not 
had a chance of examining her recently, but 
hear that she seems well, and she is now nearly 
eighty. 

The practitioner of long experience, although 
he may not be versed in the latest instrumental 
methods of examination, often gives a sounder 
forecast than does his more up-to-date younger 
colleague. He has accumulated numerous ex- 
periences, now individually forgotten, but 
leaving behind a sort of instinet which constant- 
ly influences his judgment. Thomas Hardy’s 
farm labourer, in ‘‘A Pair of Blue Eyes,’’ is 
an example of such acquired instinct. Speak- 
ing of how such a man ean often foretell the 
time without a watch, Hardy writes, ‘‘I have 
known farm labourers who had framed com- 
plete systems of observations for this purpose. 
By means of shadows, winds, clouds, the move- 
ment of sheep and oxen, and a hundred other 
sights and sounds which people with watches in 
their pockets never know the existence of, they 
are able to pronounce within ten minutes of 
the hour at almost any required instant.’ 
We all know what good forecasters of the 
weather sailors and farmers are. In much 
the same way the experienced practitioner can 
often, by observing little signs and symptoms 
that others miss, size up a case and its future 
with great accuracy. 

We should all strive to be optimists. A 
gloomy view may precipitate heart failure 
when otherwise this might have been long 
deferred. Many a cardiac hypochondriae owes 
his condition largely to some indiscreet, and 
the often quite unwarranted, opinion expressed 
by an over-anxious medical attendant. 
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SYMPATHECTOMY FOR TIC DOULOUREUX 


By Rosert E. McKecunir, 


Vancouver 


N these days when a new field of surgery is 

being explored it is perhaps wise for every 
member of our profession who has had an ex- 
perience in this field to record what he has to 
offer for the common good. The result may be 
helpful or otherwise, but record is valuable, to 
point out what may be done, and what should 
be avoided. 

Dr. Paul G. Flothow, of Seattle, has been doing 
some valuable work on the sympathetie and pub- 
lishing his results, and my contribution is based 
on his work in connection with trifacial neural- 
gia. In an article published in North West 
Medicine, February, 1930, he gives details of a 
successful sympathectomy in an obstinate case of 
tie douloureux which had recurred after two at- 
tacks on the Gasserian ganglion. In August, 
1926, the Frazier type of operation had been 
performed, preserving the ophthalmic division. 
Relief was obtained for a few months. In 
March, 1927, the sensory root was divided, with 
relief again for a few months. But when the 
patient presented himself in 1929 to Doctor 
Flothow his condition was very bad; the pain 
was excessive, so that even large doses of 
morphia had no effect. Removal of the stellate 
ganglion was followed by complete relief, which 
was still present at the time of publication of 
the article. The only disadvantage of the 
operation were the development of a complete 
Horner’s syndrome and a pain down the arm 
which persisted for about three months. 

The ease I wish to record was a typical one 
of tie. 


CASE REPORT 


The patient had suffered for a couple of years and 
had passed through the usual course of alcohol injections, 
with temporary relief. When he came to me he was 
suffering acutely in all three branches of the nerve, the 
inferior being the worst. The left inferior canine tooth 
was a typical ‘‘trigger tooth.’’ I operated on April 
20th of last year. There was relief of pain for two days, 
then considerable pain for three to four days, and 
finally complete relief. There has been no recurrence of 
pain now for six months. 

I removed the superior cervical sympathetic ganglion, 
also dividing the sheath of the internal carotid, to catch 
any ascending sympathetic fibres. I chose the superior 
cervical operation in preference to that on the stellate 
ganglion for various reasons. It is an easier operation 





for one thing, and does not produce the pain down the 
arm which is a prominent symptom after removal of 
the stellate ganglion. In a case of Buerger’s disease 
in which I operated this symptom was marked and did 
not disappear for four months. 

In the case I am reporting the removal of the 
superior ganglion was not without its sequele. Horner’s 
syndrome was, and is still, present. In addition, when 
eating, the left parotid gland swells, causing some dis- 
comfort and an increased flow of saliva. The patient 
says that the parotid symptoms are lessening and are 
now only half as marked as previously. 

Removal of the superior cervical sympathetic 
ganglion is a simple operation, with mo shock and 
necessitates but a short time in hospital, the pa- 
tient being able to leave in three or four days. 
Removal of the Gasserian ganglion is a formid- 
able operation, not without risk to life and the: 
danger of losing an eye from corneal ulceration. 
This latter danger is minimized by improved 
technique, but even then it takes a much more 
skilful surgeon to perform it than to do a 
cervical sympathectomy.. The stay of the pa- 
tient in hospital is also much longer. Removal 
of the stellate ganglion by the posterior route 
is also more difficult, but not nearly so much 
so as the removal of the Gasserian ganglion, 
and also has the added risk of wounding of the 
pleura and danger of pulmonary complications ; 
pain down the arm for months is also to 
be reckoned as a disadvantage. The Horner’s 
syndrome occurs, as in the cervical sympathec- 
tomy, but the parotid complication is avoided. 

It is known that all of the ascending sym- 
pathetic fibres are not divided by removal of 
the superior cervical ganglion, and this has led 
Royle to choose the operation of removal of 
the lower cervical and 1st dorsal ganglia in a 
series of cases of retinitis pigmentosa that he 
has attacked. But it may not be necessary to 
remove all the branches to attain success in a 
ease of trifacial neuralgia, as the case I report 
would seem to point out. What is wanted is 
a series of such operations to prove or disprove 
this point, and I must look to the work of 
others in this field to clear up the point. 

The success of the present case would seem 
to demonstrate that tic may be caused by some 
abnormal vasomotor influence in the Gasserian 
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ganglion. Whether all cases of tic are vaso- 
motor in origin can only be cleared up by more 
experimental work, but the results of this 
operation would justify a more extensive trial. 


The simplest operation compatible with attain- 
ing the desired result should be that chosen in 
the interests of good surgery, hence this 
contribution. 


THE OCCIPITO-POSTERIOR POSITION* 


By J. D. McQuEENn, M.D., 


Winnipeg 


ALL who practise obstetrics realize that the 

occipito-posterior position is a condition 
which causes no little anxiety, and frequently 
calls for much patience, dexterity, and sound 
judgment before a happy termination of labour 
is achieved. As for the management and treat- 
ment of this condition, so much of a radical 
nature is being written that I wish to discuss 
this subject with a plea for the use of more 
conservative methods. We must ever bear in 
mind that throughout this country the general 
practitioner will continue to conduct the great 
proportion of childbirths. Methods of treatment 
advocated, or at least taught, should be those 
which physicians with average training and 
ability can best apply with safety to mother and 
child. All honour to those individuals who have 
perfected procedures which in their own hands 
give results, but the greatest good and the least 
harm to the greatest number must be the objec- 
tive of those who aim to raise the standard of 
present-day obstetrics. If the specialty of ob- 
stetrics is to be kept alive by the introduction 
of unnatural, mechanically unsound or unneces- 
sary procedures, its life will be short. There is 
still room for much improvement in perfecting 
those methods which help, rather than supplant, 
nature. 

In considering this subject, the records of 
654 of my private cases consecutively admitted 
to the wards of the Winnipeg General Hospital 
have been reviewed. In 22 of these the position 
was either not recorded or indefinite, so that the 
basis for statistics in this paper will include the 
remaining 632 admissions only. The fact that 
eases in which difficulty was anticipated were 
urged to enter this hospital may to some extent 
affect these records. 


* Read before the Section of Obstetrics and Gyneco- 
logy, Canadian Medical Association, Annual Meeting 
June 23, 1932. 


The reasons why occipito-posterior positions 
occur are not definitely known, and as a result 
means of prevention have not been developed. 
Statistics as to their incidence vary from 4 to 
40 per cent. This wide range is probably ac- 
counted for by the time at which the diagnosis 
of the position is made—before the onset of 
labour, early in the first stage, or when the head 
appears at the outlet. In this series the position 
was recorded as being posterior in 217, or about 
34 per cent of the cases; the right posterior in 
184; and the left posterior in 33. I suspect 
there were more left posteriors not diagnosed. 
Of these 217 patients, 108 were primipare and 
109 were multipare. 

Before the onset of labour, except in the obese 
and patients in whom the abdominal wall and 
uterus are tense, diagnosis of the position of 
the fetal head can generally be made by ab- 
dominal palpation. In posterior positions the 
fetal small parts can be felt in front; the de- 
pression between the vertex and buttocks instead 
of the regular and continuous resistance of the 
fetal back can also be distinguished in front. 
Owing to the frequent tendency for the chest 
to be thrown forward, the site at which the 
fetal heart sounds are best heard cannot be de- 
pended upon to indicate the position of the 
child’s back. During labour, abdominal palpa- 
tion, together with information gained per 
rectum as to the diameter in which the sagittal 
suture lies, and later the position of the fon- 
tanelles usually enable one to arrive at a correct 
diagnosis. Occasionally, however, when early 
rupture of the membranes has occurred, with 
subsequent formation of a marked caput, rectal 
findings may be uncertain and, still more rarely, 
ordinary vaginal examination may be unsatis- 
factory until an ear has been palpated. 

A patient seen during the last month of 
pregnancy, in whom a diagnosis of occipito- 
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posterior position is made, should, if the head is 
high, be encouraged, while resting, to lie on the 
side opposite to that on which the back of the 
baby lies. This occasionally favours an anterior 
rotation of the body. To increase the likelihood 
of forward rotation of the fetal back, the method 
advocated by Buist, of Dundee, and followed 
with success in several British clinics, might be 
tried. The Buist method simply requires that 
a small pad or folded hand towel, about 9 by 4 
inches, be placed in the mother’s flank behird 
the child’s anterior shoulder and held there by 
snug binder, band or wide strip of adhesive. 
This, combined with the posture mentioned 
above, is said to very frequently bring the fetal 
back and with it the occiput into an anterior 
position. To get a head which has been in a 
posterior position to engage as an occipito- 
anterior before labour has actually commenced 
is an accomplishment well worth trying. 


When labour commences the head may or 
may not be engaged. If engagement is delayed, 
except in eases of disproportion, poor flexion is 
almost invariably the cause. In the great 
majority of cases good uterine contractions will 
overcome this deflection, if not completely, suffi- 
ciently for the occiput to engage in an oblique 
or transverse diameter. With the occiput pos- 
terior, poorly flexed and not engaged, rupture 
of the membranes frequently occurs, unfortun- 
ately, either before or shortly after the onset of 
labour. This early rupture of the membranes 
is to a great extent responsible for the prolonga- 
tion of the first stage in posterior positions. 
With good uterine contractions, descent con- 
tinues, flexion improves as a rule, and when the 
occiput strikes the downward and forward 
slanting upper portion of the pelvic floor, spon- 
taneous anterior rotation (internal rotation) 
begins. Provided at least partial rotation of the 
shoulders occurs at this time, anterior rotation 
of the occiput is soon completed and the 
second stage is terminated in the usual way. I 
feel very strongly that, independently of the 
shoulders, the occiput cannot be expected to 
rotate through an are of 135 degrees—the back 
of the child must also rotate forward. In 
occipito-posterior positions the baby’s back and 
body tend to lie in the paravertebral trough, 
and with descent the posterior shoulder im- 
pinges against the sacral prominence. This tends 
to force it into the sacral bay and the shoulders 





descend through the pelvis in the same oblique 
in which the occiput engaged. The sacrum of 
the child may follow the rotation of the 
shoulders, or, after external rotation of the head 
and shoulders, may enter the pelvis with the 
sacrum posterior. There is nothing to cause 
the occiput to rotate until the upper portion 
of the pelvic floor is reached. When the large 
diameter of the head is through the brim, the 
occiput of a well-flexed head is not far from the 
pelvic floor. To appreciate the mechanism of 
internal rotation, the attachments and positions 
of the structures which go to make up the pelvic 
floor must be borne in mind. The perineum, 
it must be remembered, is only the very lowest 
part of the pelvie floor. 

The head may engage with the sagittal suture 
in the transverse diameter. This is most likely 
to happen when there is a slight disproportion, 
1.€., either a wide biparietal diameter or a nar- 
row sacral bay. Deflection is apt to be marked 
under these circumstances, labour prolonged, 
and interference is usually necessary. With 
measurements at the brim or in the lower pelvis 
slightly below normal, occipito-posterior posi- 
tions make delivery per vaginam more difficult 
and, without a normally placed head, what con- 
stitutes a true test of labour more difficult to 
estimate. If a well flexed occipito-posterior 
head will not engage after a real test of labour 
it is not likely to engage as an occipito-anterior. 
This the writer believes to be true in most eases, 
and if kept in mind will help in arriving at 
reasonable decisions as to the best procedure 
to follow. If deflection is not overcome during 
descent, the sinciput will strike the pelvic floor 
and rotate to the front, while the occiput turns 
into the hollow of the sacrum. Rarely, exten- 
sion may increase and result in a brow or face 
presentation. 


One of the main requisites of the successful 
management and conduct of labour, regardless 
of the presentation or position, is the conserva- 
tion of the patient’s physical and nervous 
energy during the first stage. This is particu- 
larly necessary when dealing with occipito- 
posterior positions, and especially so when there 
has been early rupture of the membranes. Good 
uterine contractions and a willing patient are 
essential to natural progress during the second 
stage. These can usually be secured by the 
judicious use of one or more of the various 
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sedatives we now have available. Each patient 
must be considered individually, but as a rule 
when the uterine contractions are regular and 
good, with the cervix thinning out well or start- 
ing to dilate, a sedative may be given and re- 
peated at necessary intervals until completion 
of the first stage can be anticipated. Without 
enumerating details, all surroundings should be 
conducive to rest and relaxation between pains. 
Patients should not be allowed to bear down 
during the first stage. Morphine and scopo- 
lamine are the sedatives most commonly used 
during the first stage. Sedatives administered 
by rectum are used with success by many. 
Lately in selected cases I have used a barbiturie 
acid derivative to advantage. Abdominal and 
rectal examinations from time to time will reveal 
the progress of labour-descent and flexion of the 
head and the diameter in which the sagittal 
suture lies. A fontanelle may be felt per rectum 
and flexion can sometimes be improved by up- 
ward pressure upon the sinciput during a 
uterine contraction. Except in those rare cases 
of early rupture of the membranes when, in spite 
of good contractions and descent, dilatation 
comes to a standstill, few advocate any inter- 
ference until the cervix is fully dilated. 


Progress during the second stage may be a 
little slower than usual, but it should be con- 
tinuous. The head should not be allowed to 
remain stationary for any length of time, cer- 
tainly not until exhaustion of the voluntary and 
involuntary muscles is imminent. It is difficult 
to estimate just what advance a head should 
make in a given time, but one hour without 
definite progress during the second stage calls 
for interference, whether the head is in mid- 
pelvis or on the perineum. With spontaneous 
anterior rotation and the head at the outlet, 
episiotomy can often be performed with benefit 
to mother and child. With the occiput anterior, 
the head on the pelvic.floor, but not engaging 
readily under the symphysis, the forceps can 
be easily applied to advantage. Delay in an- 
terior rotation or in descent at a higher level 
requires more than the mere application of 
forceps. Occasionally, anterior rotation of the 


occiput can be completed or sufficiently so for 
a favourable cephalic application of forceps by 
a hand in the vagina, but usually a hand in- 
serted below the head raises it and almost 
invariably the occiput slips backward again. 


Those cases in which interference becomes neces- 
sary with the occiput in the transverse or pos- 
terior position are, in the opinion of the writer, 
best treated by inserting the whole hand into 
the vagina, disengaging and flexing the head 
and rotating the shoulders and occiput to the 
front—manual rotation. 

Manual rotation.—To carry out this maneu- 
vre Smellie, almost two centuries ago, advised 
that the left hand be inserted into the vagina 
when a right occipito-posterior was to be rotated 
forward, and the right hand used when a left 
occipito-posterior was to be corrected. This 
advice still holds, but the hand best suited to 
secure and maintain good flexion of the fetal 
head may be used. The patient should be suffi- 
ciently deeply under an anesthetic to overcome 
any uterine contractions or voluntary straining 
while the rotation is being carried out. After 
perineal resistance has been eliminated, the 
gloved hand, well lubricated, is inserted into the 
vagina and the fetal head grasped between the 
thumb and fingers. The head is then disengaged 
by gentle but firm upward pressure, care being 
taken to increase and maintain flexion. Very 
seldom will difficulty be encountered with this 
phase of the manceuvre, and never in my ex- 
perience has the cord prolapsed, although it is 
a possibility to be kept in mind. With the head 
out of the pelvis, the fingers pass upwards to 
the shoulders when, with the assistance of the 
external hand, the fetal back is rotated to the 
front. The occiput, which will automatically 
rotate through 90 degrees as the back is rotated 
forward, is then rotated through another 90 
degrees so that re-engagement will take place in 
the same oblique diameter, as that in whieh it 
engaged originally, Unless good flexion is main- 
tained, some difficulty may be met in this final 
rotation of the occiput as the forehead and face 
pass over the.sacral promontory. The anes- 
thetie is then stopped while the hand holds the 
head well flexed in position until uterine con- 
tractions fix the head. Two or three contrac- 
tions usually cause the head to descend to the 
level at which it was before interference began. 
When the head has become engaged again the 
hand is removed while the head remoulds. In 
multipare the rapid descent is frequently, to 
say the least, dramatic. In primipare instru- 
mental assistance is usually advisable. There 
need be no fear of the occiput rotating back- 
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ward again if it has been rotated through 180 
degrees. Some apply forceps as soon as the 
manual rotation has been completed; the writer 
believes that there is less risk to the mother and 
baby if instruments are withheld until the head 
is well fixed and some remoulding has taken 
place. 

Manual rotation can be performed before the 
first stage is completed, but instrumental assis- 
tance, in spite of all temptation, should be 
withheld until there is full dilatation of the 
cervix. For manual rotation to be accomplished 
with ease it is imperative that relaxation of 
the uterus be obtained. The results of this 
comparatively simple procedure, if used in- 
telligently, are gratifying. One must not ex- 
pect it to replace abdominal section when 
disproportion exists. Interference too early or 
too late adds difficulties to the manceuvre and 
disappointment often follows. With proper 
relaxation, disengagement of the head, even 
when low in the pelvis, should cause no diffi- 
culty unless delay has resulted in an obstinate 
contraction ring. Even then, the rotation of 
the fetal body around its long axis can be 
accomplished by internal and external manipu- 
lation, except in very rare cases. To obtain full 
benefit of this manceuvre the necessity for 
rotating the occiput t’ rough 180 degrees rather 
than 90 degrees cannut be too greatly stressed. 

Rotation of the head by forceps and podalic 
version are now being advocated as the pro- 
cedures of choice in the treatment of occipito- 
posterior positions. At present I cannot follow 
this teaching, and feel that in very rare cases 
only will either of these procedures become 
necessary. Forceps-rotation, commonly known 
as the Seanzoni or modified Scanzoni maneuvre, 
implies that after complete dilatation of the 
cervix, the head, in the pelvis, with the occiput 
posterior, a cephalic application of forceps is 
made and then, depending upon whether the 
original manceuvre or its modification is used, 
the occiput is rotated to the front by a wide 
sweep of the handles of the forceps with or 
without traction at the time of rotation. The 
forceps, the handles of which at the completion 
of this mancuvre are pointing almost back- 
wards, are removed and carefully reapplied to 
the head, and delivery completed as in the 
ordinary occipito-anterior position. Apparent- 
ly no effort is made to assist the shoulders in 
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forward rotation at the time the occiput moves 
to the front. Independent rotation of the head 
without thought of the shoulders is, to me, 
mechanically unsound, and until the head is 
well down in the pelvis we have no assurance 
that the natural forces which tend to move the 
shoulders forward have come into play. The 
fact that when the manceuvre is complete, 
unless care is exercised in the reapplication of 
the forceps, the occiput tends to spring back 
to its old position seems to indicate that some 
of the structures of the neck are in a state of 
considerable tension. Unless the head is well 
flexed and well down in the pelvis, rotation by 
forceps, except in the hands of the experienced 
and dexterous, would apnear to expose the 
maternal soft parts to considerable trauma. 
Podalie version and extraction as a means of 
correcting an occipito-posterior position, except 
in the rare case in which a minor degree of flat 
pelvis exists, seems to me to be unnecessary, 
and often would be most unwise. The oppor- 
tune time for this procedure in such cases is 
said to be when the cervix is fully dilated, the 
membranes unruptured or recently so, the head 
unengaged, or at least before the large dia- 
meter of the head is through the brim. In my 
experience this combination of favourable con- 
ditions seldom occurs in occipito-posterior 
eases. Early rupture of the membranes occurs 
frequently, and in these, unless a bag is used, 
the head must descend well into the pelvis 
before complete dilatation can be expected. 
Not until the upper portion of the pelvic floor 
is reached can the occiput be expected to start 
its natural rotation. By the time the first stage 
is complete in these cases of early rupture of 
the membranes, the uterus is not likely to be in 
a state particularly suitable for version. It 
would appear that in a great majority of cases, 
the time for selective version has passed before 
nature has had an opportunity to correct the 
malposition. Unless we believe that every 
patient, regardless of presentation or position, 
who ean be reached in time should be delivered 
by podalie version and extraction, I can see no 
reason why we should choose this method as a 
routine in the type of case in which conditions 
are very likely to be unsuitable. Signs of 


maternal or fetal distress should be the only 
reasons for undue haste during the second 
stage; when these are not present, I fail to see 
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the advantage or necessity of attempting to 
correct one malposition by creating another. 
The intrauterine manipulation necéssary for 
podalic version is certainly greater than 
for manual rotation. If difficulties were en- 
countered during rotation, these same diffi- 
culties would make version a procedure of 
considerable risk, even in the hands of the 
expert and experienced. It will do a patient 
who has been judiciously carried through the 
first stage no harm to use for a very short time 
the forces nature has provided in bringing the 
head well into the pelvis or even in completing 
delivery. 

The application of forceps to a persistent 
occipito-posterior and delivery as such must be 
considered poor obstetrics; it may be con- 
sidered the least of several possible evils, and 
in certain circumstances it may be the only 
method of delivery, but a mistake has occurred 


TABLE I 


Series of cases under review ..... 
Occipito-posterior position in .... 
Right occipito position in .... 
Left occipito position in ..... 
Occipito-posterior in primipare 
Occipito-posterior in multipare 


632 

217 — 34.3 per cent 

184 — 84.8 per cent 
33 — 15.2 per cent 

108 

109 


TABLE II (a) 

Labour and delivery in 217 occipito-posterior positions 
Spontaneous anterior rotation of the occiput 156 = 71% 
Manual anterior rotation necessary 41—19% 
Natural delivery as persistent occipito-posterior 8 


average labour 111% hours 
Version for prolapse of the cord .......... 1 


R.O.P. becoming L.M.A. with natural delivery 1 
labour 734 hours 


Failure in manual rotation ............... 1 
labour 27% hours 
Delivery by Cesarian section ............. 9 
Early rupture of membranes occurred in .. 63 
Manual rotation required in .............. 16 
TABLE II (b) 
Average length of labour in primipare, 
Occipito-anterior ....cscccscceces 17.0 hours 
Average length of labour in multipare, 
Occipito-ANterior ...cceseccecsess 9.0 hours 
Average length of labour in primipare, 
OCCIpitO-POStETIOT ..ccccccccccces 20.0. hours 
Average length of labour in multipare, 
Occiptto-postertor ..ccescscsceees 8.6 hours 


Instrumental delivery in series of 632 cases was 151, or 
about 24 per cent (primipare 132—multipare 19) 
Instrumental delivery in series of 217 occipito-posterior 
cases was 64, or about 30 per cent 
(primipare 57—multipare 7) 


Manual rotation necessary in primipare .......... 31 

Forceps delivery following manual rotation neces- 
get hE cee ee ETL ETC TEETER ETT 31 

Manual rotation necessary in multipare .......... 10 


Forceps delivery following manual rotation neces- 
sary- in multipare 


somewhere during labour; an error in diagnosis, 
management, or judgment as to the correct 
time for interference is responsible for such a 
situation arising. Abdominal section, unless 
some other reason exists, should not be con- 
sidered as a method of delivery in occipito- 
posterior cases. 

In reviewing the records of the 217 cases of 
oceipito-posterior positions in the series under 
consideration, it was found that in 156, or 71 
per cent, the occiput rotated spontaneously to 
the front, while in 41 manual rotation was 
performed. Of the 41 patients on whom manual 
rotation was done, 31 were primipare and 10 
multipare; all the primipare and 2 of the 
multipare required instrumental assistance fol- 
lowing the rotation. It will be noted that in 
more than two-thirds of the primipare and 
nine-tenths of the multipare spontaneous rota- 
tion occurred. 

In 64, or 30 per cent, of the 217 posterior 
positions, instruments were used. Natural de- 
livery as persistent occipito-posteriors occurred 
in 8 eases, 2 primipare and 6 multipare. 

Version was performed in one case in which 
prolapse of the cord occurred before the onset 
of labour. 

One right occipito-posterior (macerated fetus) 
became a left mento-anterior and was delivered 
naturally as such. 

Nine were delivered by abdominal section. 

In one an attempt to rotate the shoulders 
and head manually failed and the child was 
delivered by forceps as a persistent occipito- 
posterior. 

The average duration of labour in primi- 
pare with the occiput in the anterior position 
was 17 hours, in multipare 9 hours, while in 
occipito-posterior positions it was 20 and 8.6 
hours respectively. 

In the series of 217 occipito-posterior posi- 
tions there were no maternal deaths and in 2 
cases only (one cardiac and one toxic) was the 
condition of the mother not considered good at 
the completion of labour. I regret that an 
accurate record of maternal morbidity for this 
series is not available. Episiotomy (medio- 


lateral) was performed in many of the primi- 
pare and also in multipare when considered 
necessary. Injury to the vaginal sulci seemed 
to depend more upon the size of the pelvic 
outlet than upon the original position of the 
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occiput. No immediate routine inspection of 
the cervix was undertaken. 


TABLE III 

SUMMARY OF STILL-BIRTHS AND Post-NaTaL DEATHS 

1. Version for prolapse of the cord. 

2. Manual rotation and instrumental delivery—labour 
814 hours; membranes ruptured 2% hours. 

3. Spontaneous anterior rotation; instrumental de- 
livery—macerated fetus. 

4. Spontaneous anterior rotation; natural delivery in 
6 hours. Autopsy negative. 

5. Induction, spontaneous rotation; natural delivery— 
premature, maternal toxemia. 

6. Spontaneous anterior rotation; natural delivery in 
4% hours, macerated fetus. 

7. Attempted manual rotations—instrumental delivery 
as persistent occipito-posterior. 

8. Manual rotation, instrumental delivery, shallow 
pelvis, contracted outlet. 

9. R.O.P. extended to L.M.A.; natural delivery as 
such. Macerated fetus. 

10. Prolonged labour, early rupture of membranes. 
Easy manual rotation; difficult outlet delivery. 
Condition of child at birth good—died on fourth 
day from cerebral hemorrhage. 

There were 9 still-births and one post-natal 
death. The details of the cause of death in four 
of these cases should receive close scrutiny. 
In 3 (Nos. 3, 6, and 9) of the still-births death 
of the fetus had occurred before the onset of 
labour. In 1 (No. 1) prolapse of the cord 
occurred, with rupture of the membranes before 
the onset of labour; in another (No. 5) the 
mother was very toxie and the baby premature. 
In 1 (No. 4), no eause of death was found at 
autopsy. Labour lasted 6 hours; the membranes 
ruptured half an hour before delivery; there 
was spontaneous anterior rotation and natural 
delivery. The mother on the day of delivery 
had taken castor oil and quinine. Somewhat 
prolonged uterine contractions may have caused 
asphyxia of the child. 

Three still-births and 1 post-natal death re- 
main, and in these the management of labour 
either was, or may have been, the cause of the 
child’s death. I use the expression ‘‘manage- 
ment of-labour’’ advisedly, as it is my firm 
belief that had manual rotation and delivery 
been done at the proper time, two of these still- 
births would not have occurred. In 1 (No. 2), 
rotation was done before dilatation was com- 
plete, at times an advantage, but in this case 
too early attempts at delivery resulted in dis- 
aster. In the other (No. 7) in which an attempt 
to rotate the fetal body failed, manual rotation 
should have been done three hours earlier when 
the membranes ruptured. The first stage had 
been prolonged, the flexion of the head was 


poor, and the body seemed to be extended and 
lie across the vertebre; a marked contraction 
ring prevented free intrauterine manipulations. 
Neither shoulders nor occiput could be brought 
to the front without exposing the lower segment 
to considerable danger, so, after re-engagement 
of the head as an occipito-posterior, forceps 
were deliberately applied to the head in that 
position and the baby delivered with consider- 
able difficulty. In the third (No. 8), the degree 
of lower pelvie contraction was underestimated ; 
delivery should have been by abdominal section. 
One child (No. 10) died on the fourth day from 
cerebral hemorrhage. Labour in this case was 
prolonged, with early rupture of the mebranes. 
Dilatation was slow; sedatives were used. A 
second opinion was secured as to the advisability 
of section, a further sedative was ‘given and 


when the effects of this wore off, manual rota- 


tion was readily performed and foreeps were 
applied with ease, but there was moderate diffi- 
culty at the outlet. The condition of the child 
at birth was good. Details of these cases are 
given in order that pitfalls may be avoided. In 
my hands, at least, I fear no more fortunate 
outcome would have resulted had foreeps rota- 
tion or version and extraction been attempted 
at the time manual rotation was done. 


Any new method of procedure in the conduct 
of labour is almost certain to meet with 
criticism. With the full realization that the 
results obtained should be the basis upon which 
any criticism is made, I have seen fit to con- 
demn the routine use of instrumental rotation 
or podalie version with extraction as alterna- 
tive methods to be followed in the treatment 
of occipito-posterior postions. Provided the 
initial sacrifice is not too great, these methods 
may be best for those who have attained ex- 
ceptional experience, dexterity and judgment 
in these procedures, but the fundamental 
prineiples of the mechanism of labour, and the 
belief that nature still survives present-day 
civilization will keep many from accepting these 
innovations as necessary in all cases of occipito- 
posterior positions. 


In the 
occipito-posterior positions, I submit the fol- 
lowing for your consideration : 


management and treatment of 


1. Early diagnosis is necessary for proper 


management. 
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2. Suecessful labour often depends upon the 
conservation of the patient’s energies during 
the first stage. 

3. The accoucheur should be constantly 
aware of the progress of labour. 

4. Unnecessary operative interference should 
at all times be deprecated. 

5. When no disproportion exists an occipito- 
posterior will, with average uterine contractions, 
in the great majority of cases rotate spon- 
taneously to the front and be delivered 
naturally or with the aid of low forceps. 

6. When interference becomes necessary, 


CASE REPORTS ILLUSTRATING 


manual rotation, when performed at the oppor- 
tune time, would appear to be the most natural, 
most simple and the safest procedure to follow. 
Manual rotation implies the rotation of the 
fetal back to the front by the combined action 
of the internal and external hands upon the 


shoulders; the rotation of the occiput by 
the internal hand through 180 degrees, and the 
holding of the head well flexed until engage- 
ment occurs as an occipito-anterior. | 

7. Foreeps should not be applied until the 
head is well engaged. 


SOME OBSERVATIONS IN THE TREATMENT 
OF HYPEREMESIS 


GRAVIDARUM* 


By Joun Mann, M.D., C.M., 


Toronto 


‘THE treatment of hyperemesis gravidarum, as 

carried out at the Burnside Department, 
Toronto General Hospital, and developed by 
Drs. V. J. Harding and H. B. Van Wyck, has 
been recently summarized in a paper by Dr. 
H. B. Van Wyck.’ Here it was stated that all 
cases of nausea and vomiting of pregnancy have 
a common underlying cause, and that no satis- 
factory distinction could be made between toxic 
and neurotic forms. These terms merely mark 
the stage in the progress of the disease at which 
a certain function or organ is deranged. If the 
toxic process is slowly pyogressive, with an 
almost compensating reaction there is a mild 
toxemia, which is sometimes called ‘‘neurotic.’’ 
If the toxic process is rapidly progressive and 
the gross degenerative changes appear quickly 
the case is called ‘‘toxic’’ from the beginning. 
From this point of view it would appear that 
the widely variant types of the disease depend 
on the rate of development of the toxic process 
and the particular metabolic process or pro- 
cesses affected. 


The outstanding manifestations of the condi- 
tion are starvation, with the accompanying 


* Read before the Academy of Medicine, Toronto, 
February 4, 1932. The cases reported were treated in 
the Toronto General Hospital, Obstetrical Division, 


Service of Prof. W. B. Hendry, and under the super- 
vision of Dr. H. B. Van Wyck. 


ketosis, dehydration, hepatic derangement and 
neurosis. It is toward the correction of these 
conditions that the present treatment is directed. 
Briefly put, the treatment is rest in bed, seda- 
tives, and intravenous glucose and fluid. The 
very large majority of toxemias of early preg- 
naney respond favourably to this treatment. A 
small percentage require termination of the . 
pregnancy, and the most of these are cases that 
have advanced too far before coming under ob- 
servation. There is, however, a fairly large gap 
between the cases which respond readily to the 
above treatment and those which require termin- 
ation of the pregnancy. If we call the case 
which responds readily to treatment the typical 
case, then we may refer to the more obstinate 
ones in our gap as the ‘‘atypical group.’’ Es- 
sentially, our treatment of this group is at 
present the same as for the typical case, but 
our observations in their response to treatment 
are widely variant and intensely interesting. 
So now, when we have difficulty in obtaining 
our desired response to treatment, we are at- 
tempting to find out what happens to the fluid 
and glucose administered, what are the clinical 
and laboratory findings associated with this 
failure to respond, and what modifications some 
of these cases suggest in treatment. 

Before considering two or three representa- 
tives of the atypical group it may be well to 
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briefly outline a typical case which showed a 
favourable response to treatment. 


CASE 1 


The patient, M. R., was admitted on June 30, 1931; 
para. i; gravida, ii, pregnant 2 months. She had been 
quite well until five weeks before admission to hospital. 
During this time her nausea and vomiting had increased 
in severity, until she became acutely dehydrated and 
emaciated, with severe ketosis. Temperature 100.2°; 
pulse 120; respirations 24. She was given the routine 
admission treatment, including a bed bath, simple enema 
and later chloral hydrate and sodium bromide per 
rectum. 

Urinalysis on admission.—Colour, deep amber; sp. 
gr. 1026; ketones 4+-; bile, urobilin, albumin and 
microscopic tests all negative. 

Blood analysis.——Hemoglobin 80 per cent; sedimen- 
tation time, 80 min. Total serum protein, 7.2 pér cent. 

During the first 24 hours in hospital she was given 
4,300 ¢c.c. of fluid in the form of 3,000 c.c. of 10 per 
cent glucose in normal saline intravenously; 1,000 c.c. 
normal saline intravenously; 300 c.c. of water by mouth. 
The urinary output was 830 c¢.c.; sp. gr. 1030; ketones 
4-++. The temperature and pulse became normal. The 
patient cooperated well and was very quiet with the 
sedative administered, and there was very little vomiting. 

During the second 24 hours in hospital the total 
fluid administered was 5,740 c.c. as 3,000 cc. 10 per 
cent glucose in normal saline intravenously; 1,000 c.c. 
normal saline intravenously; 1,740 c.c. of water by 
mouth, of which 1,000 c.c. were returned as vomitus. 
The urinary output for this same period was 2,650 c.c.; 
sp. gr. 1018; and the urine contained sugar 2+ and 
ketones only a trace. 

On the third day the patient showed marked im- 
provement. There was no vomiting and the fluid intake 
by mouth was 2,500 ¢.c. of fruit juice. The urinary 
output was 1,900 ¢.c.; sp. gr. 1013; sugar, ketones, bile 
and urobilin all absent. 

On the fourth day the patient continued to improve. 
There was no vomiting and the fluid intake was 3,200 
c.c. The urinary output was 2,500 ¢.c.; sp. gr. 1006. 
Diuresis was definitely established. From this point on 
the patient was given solid food and all the fluids she 
could take and she made a very rapid recovery. The 
vomiting was limited to an occasional bout on one day 
of each of the four weeks she remained in hospital. 


This case is representative of the large group 
which respond favourably to the intravenous 
administration of glucose and fluid in the man- 
ner outlined. With this we contrast an early 
case of vomiting treated in essentially the same 
manner, but which developed a definite and 
almost serious cedema before we obtained the 
desired diuresis. 


CASE 2 


The patient, M. P., was admitted on February 6, 
1931; gravida, i; 3 months pregnant. She had been 
well till three weeks before admission. In the last two 
of these three weeks vomiting was severe, and she 
showed no response to treatment at home. On admission, 
the patient was moderately dehydrated but not emaciated, 
and there was no obvious ketosis. There was almost 
continuous vomiting of bile stained material. Tempera- 
ture 99°; pulse 100; respirations 30. There were no 
other significant physical findings. 

Urinalysis—Volume 3 ounces; colour, dark amber; 
sp. gr. 1025; albumin, sugar, ketones, bile, urobilin, 
microscopic, all negative. 


Blood analysis—Hemoglobin 75 per cent; total 
serum protein, 7.5 per cent. White blood cells 8.5; 
sedimentation time 50 minutes; CO, combining power, 65. 

The general physical condition was good and the 
laboratory findings, apart from oliguria, were negative. 
The mental attitude was bad; the patient was a recent 
Irish immigrant, homesick and lonesome, and not 
desirous of having a child. She was restless and 
irritable and did not cooperate. Routine admission 
treatment was carried out, and for the first few hours 
an effort was made to reassure the patient and make 
her comfortable. The initial rectal sedative was chloral 
hydrate, gr. 30 and sodium bromide, gr. 60, at 3.00 p.m. 
This was repeated at 10.00 p.m. and at 11.30 p.m. 
morphia, gr. 14 and codeia, gr. 14, hypodermically, were 
given, and at that the patient only slept for short 
intervals during the night. By 7.00 o’clock the follow- 
ing morning, 15 hours after admission, her intake was 
only 800 ec. of fruit juice and output 150 c.c. at a 
sp. gr. of 1025. The sedative had practically controlled 
the vomiting. 

During the next 24 hours the total fluid intake was 
4,050 ¢.c., as 1,650 ¢.c. 10 per cent glucose in normal 
saline intravenously; 2,400 c.c. fruit juice and water by 
mouth. The vomitus was clear fruit juice, occasionally 
containing a little bile; the total amount, was less than 
100 ¢.c. During this time she was very restless and hard 
to manage, and fluids by mouth were administered with 
difficulty. The rectal sedatives were promptly expelled. 
Half strength H.M.C. tablets and codeia hypodermically 
were used as alternatives. The urinary output was only 
100 ¢.c.; sp. gr. 1026, urine was negative for sugar, 
ketones, bile and urobilin and albumin. 

On the third day, in an effort to produce diuresis, 
intravenous glucose was resumed. Rectal sedatives were 
again unsuccessful, and we had to continue with hypo- 
dermic sedatives to control the extreme restlessness. The 
fluid intake for this 24 hour period was 5,900 c.c. as 
3,000 ¢.c. 10 per cent glucose in normal saline intra- 
venously; 2,900 ¢.c. of fruit juice by the mouth. The 
urinary output was 1,400 ¢.c.; sp. gr. 1028. Urinalysis 
showed sugar 1-+-, otherwise negative. The total vomitus 
was 250 ¢.c. consisting of bile-stained fruit juice. 

The patient did not look dehydrated, but it was 
evident that a normal tissue water balance had not yet 
been obtained, and intravenous glucose was continued in 
an attempt to bring about the readjustment, waiting for 
a free diuresis as an indication that this had been 
accomplished. 

By 5 p.m. on the fourth day she had received 3,100 
ec. of fluid, as 1,900 cc. of 10 per cent glucose in 
normal saline intravenously; 1,200 c.c. of fruit juice by 
mouth. The urinary output up to this time was 1,000 
¢.c.; sp. gr. 1028; the total vomitus was 650 c.c. of bile- 
stained fruit juice. At this point a noticeable edema 
developed in the face, and the eyelids becamé quite puffy. 
There was no edema elsewhere. All fluid administration 
was discontinued. At 6.00 p.m. the temperature was 
102.6°; pulse 120; respirations 22. By the end of this 
24 hours the urinary output had increased another 1,800 
c.c., to a total of 2,800 c.c. at a sp. gr. of 1011. 

On the following day the patient was feeling better 
than she had been since admission. Her mental attitude 
improved and she became quite reasonable. Hunger 
returned and she requested food. This was granted and 
was well tolerated. There was no vomiting throughout 
the day. The total fluid intake for this day was 1,230 
c.c. by mouth, and the output was 2,100 c¢.c., at a sp. gr. 
of 1008. A very definite diuresis had been established. 
From this point on, the patient was given a full diet. 
The relationship between intake and output showed a 
return to a normal water balance. 


The total fluid administered in this case was 
obviously beyond a desirable therapeutic limit. 
The large amount of water and fruit juice by 
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mouth should, under ordinary circumstances, 
promote a diuresis before cedema develops. The 
kidneys apparently had a normal threshold for 
glucose. It was then suggested by Dr. V. J. 
Harding that the intravenous sodium chloride 
was the offending factor. Before edema devel- 
oped 58.9 grm. of sodium chloride had been given 
intravenously over a period of 72 hours, which 
he concluded was too much for this particular 
patient. The lesson to be learned from a ease of 
this type is the value of accurately recording the 
fluid intake and output. If large amounts of 
fluid are being given and the output is per- 
sistently low we must bear in mind the possi- 
bility of an edema developing before diuresis 
is established. But in this case was the edema 
necessary to produce the diuresis?—a difficult 
question to answer. 


CASE 3 


The third case, F. T., we had the privilege of 
treating on two occasions. The point of interest here 
was the rapid unloading of fluids administered in spite 
of a marked state of dehydration. 

The patient was admitted to hospital on May 5, 
1931, with a first pregnancy of two months’ duration. 
She had been ill for three weeks at home. On admission, 
she looked very ill, was markedly emaciated and de- 
hydrated, and there was a heavy odour of acetone to the 
breath. She vomited continually semi-solid stercoraceous 
material which had a pronounced fecal odour. The 
temperature was 99.2°; pulse 110; respirations 20. 


The tongue was dry and beefy red. She was not 
excitable and cooperated well. 


Urinalysis—Volume 20 ¢.c.; sp. gr. 1038; ketones 
4+-; urine was negative for albumin, sugar, bile and 
urobilin. 


Blood analysis——Hemoglobin 75 per cent; white 
blood cells 8.0; serum protein, 8.71 per cent; sedimenta- 
tion time 60 minutes; CO, combining power, 60. 


The only significant findings were the marked 
ketonuria and the high serum protein. The necessity 
for fluid was urgent, and following routine admission 
treatment, was started. During the first six hours in 
hospital she had 2,900 ec. of 10 per cent glucose 
in normal saline intravenously. In spite of the profound 
dehydration, there was an immediate diuresis of 1,800 
e.c. at a sp. gr. 1038. On analysis with Benedict’s 
solution the urine was found to contain 10 per cent of 
glucose. Ketonuria was still present. There was no 
clinical improvement. In the presence of such an 
obvious necessity for fluid it was hard to understand the 
immediate unloading following its administration. In- 
travenous therapy had failed. The pregnancy was 
terminated and the patient made a rapid recovery. 
After the patient had been on a full diet for a week, 
the fasting blood sugar content was found to be 0.11. 
This ruled out the possibility of diabetes mellitus. 


Six months later, November 27, 1931, the patient 
returned, pregnant two and one-half months. She had 
been quite well since the termination of her last preg- 
nancy until about three weeks before admission. Her 
physical condition and laboratory findings were essential- 
ly the same as on previous admission, marked dehydra- 
tion and ketosis being the significant findings. The 
serum protein was slightly higher, 8.93 per cent. 


In view of our previous experience with an 
immediate diuresis in the presence of a fairly 
high serum protein and the exeretion of the 
glucose it was thought advisable to try the addi- 
tion of insulin, as has been done previously by 
other investigators. For two reasons.— 

1. To inerease the amount of glucose meta- 
bolised, and thereby more effectively reduce the 
ketosis. 

2. To offset the diuretic effect of a strong 
sugar solution. 


Intravenous glucose, 10 per cent in normal saline, 
was started at the accepted rate of 500 ¢.c. per hour. 
After 1,500 ¢.c. had been given insulin was given in the 
ratio of 1 unit for every. 2 grams of glucose. During 
the first 24 hours in hospital the fluid intake was 5,150 
c.c. a8 4,000 c.c. 10 per cent glucose in normal saline 
intravenously; 1,150 ¢.c. normal saline intravenously. 

In all 110 units of insulin were given. There was 
very little vomitus. The urinary output was 2,500 c¢.c.; 
sp. gr. 1026 and contained 5.58 per cent glucose. 

On the second day the patient showed a decided 
clinical improvement. Vomiting had ceased and she 
took 2,600 ¢c.c. of fruit juice by mouth. The urinary 
output was 1,650 ¢.c.; sp. gr. 1013, and the urine con- 
tained only 0.3 per cent of glucose. The patient con- 
tinued to do well. The blood and urinary findings had 
returned to normal three days after admission. 


Although this patient was not a diabetic there 
evidently was accompanying the toxemia a 


lowered tolerance for glucose. When glucose 
was given it was rapidly eliminated and its 
diuretic effect produced the loss of water, in 
spite of the existing body tissue dehydration. 

It would then appear from the results ob- 
tained from our second plan of attack that the 
administration of insulin is justified in these 
cases which show a lowered tolerance to glucose. 
Although the typical case does not require the 
addition of insulin, good reports of its use are 
likely in cases of this type. 

The fourth case demonstrated the rapid return 
of a normal serum protein following the termin- 
ation of a toxic pregnancy. 


CASE 4 


The patient, M. M., was admitted with a first 
pregnancy of two months’ duration. She had been 
vomiting severely for one week before admission. 

Urinalysis on admission showed a 4+ ketonuria. 
All other chemical findings were negative. 

Blood analysis —Hemoglobin 72 per cent; sedi- 
mentation time 100 min.; serum protein, 6.3 per cent. 

Following routine admission treatment, she was 
given 4,215 c.c. of fluid, as 3,000 c.c. 10 per cent glucose 
in normal saline intravenously; 815 c.c. normal saline 
intravenously; 400 c.c. of water and fruit juice by 
mouth. An immediate diuresis of 3,000 ¢.c. with sp. 
gr. of 1013 was obtained, and the urine was ketone-free. 
During the next five days the patient progressed favour- 
ably, and was able to take soft solid food, there was 
very little vomiting. On the eight days following there 
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was no vomiting, and the patient tolerated a full 
nutritious diet very well. Throughout this time urin- 
alysis was negative. The blood serum protein remained 
fixed at 6.3 per cent. During the next six days she was 
not so well, and vomited from 100 to 700 c.c. on 
alternate days. The temperature averaged 99°. There 
were no positive findings on urinalysis. The serum 
protein remained at 6.3 per cent. 

On the 20th day after admission the patient became 
very ill. The vomiting was just as severe as it had ever 
been. There was a temperature elevation to 100°. The 
pulse was of poor volume. There were no positive 
urinary findings. The patient was seen by several 
members of the staff, and the general impression was 
that the severity and fulminant character of the relapse 
following a three weeks’ period of rest and adequate 
treatment was an indication of a pernicious toxic 
process. The pregnancy was terminated and the re- 
covery was immediate. 


Here the interest was centred on the serum- 
protein which remained throughout the period 
of apparent clinical improvement at the same 
low level it was on admission. Daily serum- 


protein determinations were made following 
termination of the pregnancy and the rapid 
return to a normal level was striking. Four 
days after the termination of the pregnancy the 
serum-protein was still at the same level, 6.3 
per cent. On the sixth day it was 6.6 per cent. 
On the seventh and eighth days it was 7.2 per 
cent. 

In spite of the apparent clinical improvement 
the toxic factor prevented the return of a 
normal serum-protein. The effect of this factor 
on serum-protein has, of course, been previously 
established, but it would appear that when a 
relapse occurs the presence of a persistently 
low serum-protein content must be regarded as 
a bad prognostic sign. 


REFERENCE 
1. VAN Wyck, Am. J. Obst. &€ Gyn., 1931, 21:°243. 


SPINAL ANASTHESIA IN CHILDREN* 


By C. I. JuNKIN, M.B., 


Assistant Anesthetist, Hospital for Sick Children, 


Toronto 


NUMEROUS articles on spinal anesthesia 


have appeared in the last few years, and 
the subject has been covered thoroughly as 
regards its use in adults. There has been, 
however, a singular dearth of references to its 
use in children, and those that are to be found 
are indefinite and unenlightening in their 
brevity. For example, Babcock? states that the 
required dose of the anesthetic drug is rela- 
tively larger in children and infants than in 
adults. An infant should receive one-quarter 
to one-third of the dose of an adult, and a 50 
pound child, one-half the dose of a 200 pound 
adult. Referring to pre-medication, he says 
that preliminary narcotism in children should 
be avoided. Koster,? with regard to dosage, 
suggests for children over eight years of age 
an adult dose; for children between the ages of 
two and eight years, 50 mgrm. of neocaine in 
2 ¢.c. of spinal fluid; and for children under 
two years, 33 mgrm. of neocaine. He gives 
pre-medication only to patients over sixteen 
years of age. Albee and Fry,* referring to 
orthopedic operations under spinal anesthesia, 


* Read before the Section of Anesthesia, Academy 
of Medicine, Toronto, April 25, 1932. 


_ year. 


state that children are poor subjects to with- 
stand the severe test of bone surgery while in 
a conscious condition. Case,* who was en- 
thusiastiec for its use in adults, felt that it would 
be difficult for him to administer it to a child. 
Adams,* on the other hand, believes that spinal 
anesthesia is especially applicable in infancy 
and childhood, finding that a child resents-the 
prick of a needle less than the suffocative 
sensations of a general anesthetic. 

Because of the confusion on the subject ap- 
parent from the above quotations, we thought 
that it would be of interest to give a summary 
of our experiences with spinal anesthesia at 
the Hospital for Sick Children during the past 
As a result of the experiences of the 
various members of the anesthetic staff, we 
have. been able to establish a technique and 
dosage that up to the present has seemed 
adequate and safe. 


THe Source or Data 


The children in this series ranged in age 
from two weeks to seventeen years. 

Various orthopedic operations on the lower 
extremities, such as Hoke’s arthrodeses, tendon 
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fixations, excisions of the knee, amputations, 
reductions of congenital dislocations of the 
hip, osteotomies of the femora and tibiz, re- 
ductions of fractures of the femur, fixations of 
the hip and sequestrectomies of varying extent 
were performed. Rammsted’s operation for 
pyloric stenosis, reduction of intussusceptions, 
splenectomy, lumbar sympathectomy, hernio- 
tomy, hemorrhoidectomy and the repair of a 
recto-vaginal fistula proved to be satisfactory 
eases for this type of anesthesia. Spinal anes- 
thesia was used also in four eases of thoracic 
surgery—a rib resection, the removal of a 
mediastinal cyst, and two lobectomies, with 
satisfactory results. 


THE PREPARATION OF THE PATIENT 


These patients received the routine prepara- 
tion on the ward of two tablespoonfuls of 
brown sugar two hours before the operation. 
Children in a shocked condition or markedly 
dehydrated from persistent vomiting, etc., were 
given glucose in saline intravenously, and in 
some cases blood transfusion was resorted to 
before the operation. 

Contrary to the prevailing opinion, children 
require as a preparation for spinal anesthesia, 
as for gas-oxygen anesthesia, relatively large 
doses of the sedative drugs and seem to tolerate 
them well. On this point I would refer to a 
paper on the subject of ‘‘Preliminary medica- 
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tion in children,’’ read before this section last 
year by Dr. W. E. Martin.’ We have used in 
this series morphia in divided doses, or a com- 
bination of nembutal with morphine. I believe 
that nembutal with morphine is probably the 
better form of premedication for spinal anes- 
thesia. Under its influence, the child is more 
likely to sleep quietly throughout the opera- 
tion, and depression of the respiratory centre 
is less in evidence than when a double dose of 
morphia is used. As to the use of ephedrine as 
part of the preliminary medication more will 
be said later. A chart showing the dosage of 
anesthetic and sedative will be shown later. 

Our technique of lumbar puncture and in- 
jection is the same as that in general use for 
adults. Children, as a rule, do not cooperate 
very well, and it is necessary to hold them in 
the fully flexed position during the administra- 
tion of the anesthetic. The ease with which 
this is done varies inversely as the size of the 
patient. Indeed, the chief difficulty in the use 
of spinal anesthesia in infants is due to the 
difficulty in holding them in a fixed position 
while making the lumbar puncture and inject- 
ing the anesthetic. 

In nearly all cases the fourth lumbar inter- 
space was used. In a few cases, where 
difficulties were encountered in the fourth 
space, the third was used. We did not find 


any difficulty in obtaining anesthesia to a 


' DosaGe TABLE FOR SPINAL ANZSTHESIA 








Mgrm. 
Age Weight Novocaine Expansion Premedication 
Under 1 yr. 5 to 20 lbs. 20 to 25 lee. Nil. 
1 to 3 yrs. 20 to 30 lbs. 25 to 50 1 to 2 e.c. Morphia 1/12 to 1/8 grain. 
Single or divided doses. 
3 to 5 yrs. 30 to 40 Ibs. 40 to 75 1.5 to 2.5 ¢.¢. Morphia 1/12 to 1/6 gr., or 
Nembutal 1 gr., morphia 1/12 gr. 
5 to 7 yrs. 40 to 50 lbs. 50 to 100 2 to 3 ¢.c. Morphia % to % gr., or 
Nembutal 1 gr., morphia gr. 
7 to 9 yrs. 50 to 60 lbs. 50 to 100 3 to 4 ¢.c. Morphia \% to 4 gr., or 
Nembutal 1% grs., morphia \%& gr. 
9 to 11 yrs. 69 to 70 lbs. 70 to 100 3 to 4 c.c. Morphia 1/6 to 1/3 gr., or 
Nembutal 1% grs., morphia \%& gr. 
11 to 13 yrs. 70 to 85 lbs. 75 to 120 3 to 4 ¢.e. Morphia 1/6 to 1/3 gr., or 
Nembutal 1% grs., morphia 1/6 gr. 
13 to 15 yrs. 85 to 120 lbs. 90 to 150 3 to 4 e.c. Morphia 1/6 to 1/3 gr., or 
Nembutal 1% grs., morphia 1/6 gr. 
15 to 17 yrs. 120 Ibs. and 100to 150 3to4c.e. Nembutal 2 grs., morphia 1/6 gr. 
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sufficiently high level by this means. Ex- 
pansion of the injected drug to 4 ecubie centi- 
metres was the maximum used in any ease, and 
this proved entirely satisfactory for the higher 
abdominal cases. Neocaine-Rachi-Corbiére and 
Novocaine- Winthrop were the two products used. 

Our needles were of 20 or 22 gauge with a 
short bevel. We found it a distinct advantage 
to use needles, the length of which bore some 
relation to the size of the patient. In infants 
a needle one and a quarter inches long is quite 
sufficient to reach the spinal canal and is more 
easily controlled. We used needles one and a 
half to two inches in length for larger children, 
depending on their size. We have also filed 
the locks off our Luer syringes and find that we 
are less likely to alter the position of the 
needle when connecting the syringe for injec- 
tion. 


RESULTS 


In the vast majority of cases anesthesia was 
quite satisfactory. In some fifteen cases the 
result was less satisfactory because of in- 
adequate dosage of the preliminary narcotic or 
of the anesthetic drug, or both, at a time when 
we were feeling our way toward a knowledge 
of what children required in these respects. 
In two cases we could not be sure of any 
anesthetic effect whatever, and these failures 
could be attributed also to inexperience on our 
part. 

We have had no fatalities as a result of 
spinal anesthesia. Most of our cases would be 
classed as ‘‘A’’ or ‘‘B’’ risks. A number of 
cases were considered as suitable for spinal 
anesthesia, which would have been considered 
as poor risks for: gas-oxygen or ether anes- 
thesia. 

Nausea or vomiting during the operation was 
a frequent, but not very distressing, feature, 
and usually terminated after a very brief 
period. 


A light, supplementary anesthesia with gas- 
oxygen was found necessary in a few cases, to 
control apprehensive or excitable children, in 
whom the dosage of the sedative was too small, 
and in a number of cases where the operation 
was prolonged beyond the expected time for 
the completion of the operation. 





A marked fall in blood pressure was not 
frequently observed and was never enough to 
cause grave concern. A drop of from twenty 
to thirty millimetres, reaching a maximum at 
twenty minutes or so after the injection of the 
anesthetic, with a fairly rapid return to 
normal, was the usual experience. We did not 
use ephedrine routinely in this series as a pre- 
medication, and were not able to demonstrate 
any clear-cut effect where it had been used, as 
compared with cases where it had been omitted. 
A number of factors seem to affect the blood 
pressure curve. The patient’s psychic reaction, 
the dose of the anesthetic drug, the level of 
anesthesia, and the extent of the operative 
procedure, all have their effect on blood 
pressure, making it difficult to give ephedrine 
a proper valuation in anything but a large 
series of cases. I believe it has a very definite 
value in meeting emergencies when combined 
with adrenalin. A blood transfusion, or the 
injection of glucose in saline intravenously, is 
also a decided help in such cases. Deepened 
respiration, either voluntary or as a result of 
stimulation by inhalations of carbon dioxide 
also tends to prevent a disturbing drop in blood 
pressure. 

Post-anesthetic disturbances were decidedly 
rare. Only two eases of headache of sufficient 
severity to require a sedative were reported. 


CONCLUSIONS 


1. Spinal anesthesia is as safe and as satis- 
factory in children as in adults, if not more so. 

2. A preliminary sedative is an important 
and necessary adjunct to successful anesthesia. 

3. Spinal anesthesia is definitely indicated 
for children suffering from advanced pul- 
monary or renal disease for operations below 
the diaphragm. 

4. In general, spinal anesthesia is to be pre- 
ferred to other anesthetics for splenectomies, 
nephrectomies, lumbar sympathectomies, intes- 
tinal obstructions, and for orthopedic opera- 
tions on the lower limbs where complete 
muscular relaxation is desirable. 
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SINUSITIS 


By Joun G. Hunt, M.B., 
London, Ont, 


[JN spite of our greatly increased experience in 
recent years, and the flooding of our literature 
with articles dealing with every conceivable 
angle of the treatment of these cases, it must 
regretfully be admitted that results as a whole 
are still far from satisfactory. Cases are still 
too frequently treated empirically without first, 
by the use of iodized oil and x-ray, determining 
the degree and type of the pathological changes 
in the sinus mucosa. As a consequence, it 
is not uncommon to see patients, who, for ex- 
ample, have had repeated drainage operations 
on their antrums, followed by months of futile 
treatment, and others with nares blocked with 
polypi which, on more than one occasion, had 
supposedly been thoroughly removed. The net 
result of numerous such instances has developed 
a rapidly growing spirit of pessimism in both 
medical and lay circles as to our ability to cure 
these cases by any form of therapy. This state 
of affairs, unless checked, threatens to bring our 
branch of the profession into disrepute, and 
ultimately, to materially curtail our efforts in 
what should be one of our greatest spheres of 
usefulness. 

For purposes of classification, the procedures 
now in use fall naturally into three groups :— 
A. nasal; B. constitutional ; C. direct. 

A. The nasal procedures consist of two 
medical and one surgical. 

1. The free use of douches, sprays and ir- 

rigations. 

2. Topical astringent and antiseptic applica- 
tions, or the use of the electric cautery, 
temporarily reducing turgescent turbinates 
and improving nasal breathing. 

3. Extensive submucous resections of all 
thickened or deviated nasal septa, and the 
amputation of swollen turbinates, upon 
the slightest pretext, to improve ventila- 
tion and drainage of the nasal cavity. 

B. Constitutional treatments: these consist 

of vaccines, both stock and autogenous; the 


*Read before the Rhinological Section of the 
Canadian Medical Association in Toronto, June 22, 1932. 


prescribing of certain foods for their vitamin 
content; and light therapy. 

C. Direct treatments of the sinus are of two 
types, both surgical. The first, known as the 
simple or intra-nasal operation, depends for its 
results upon improving the drainage of any 
diseased sinus by enlarging the normal outlet, 
along with periodical irrigation. In the case 
of the maxillary this technique is modified by 
making a new outlet beneath the inferior tur- 
binate. The intra-nasal operation on the 
ethmoids, however, whether accompanied by a 
preliminary middle turbinectomy or not, is a 


distinct departure from this procedure. In 


their case no attempt is made at individual 
drainage, but the cells are exenterated as com- 
pletely as is possible by this route. The essence 
of the second procedure, known as the radical 
operation, is the complete elimination of the 
diseased sinus mucosa via extra-nasal routes. 


Before it is possible to judge intelligently 
the merits of the above treatments it is essen- 
tial to have a clear conception of the pathology 
of chronic sinusitis. Normally, the lining mem- 
brane of the para-nasal cells consists of a very 
thin structure made up of a delicate fibrous 
reticulum supporting various nerves, blood 
vessels, and numerous mucous glands. It is 
lined with ciliated epithelium possessing definite 
protective functions, and is so firmly adherent 
to the cell walls that only by sharp dissection 
ean it be dislodged. When, as a result of 
invasion by organisms, usually of a low viru- 
lence, it beconies the seat of a chronic inflam- 
matory process, conditions are entirely altered ; 
the fibrous stroma is enormously increased, and 
infiltrated with round cells and pathogenic 
bacteria ; the protective epithelium is destroyed 
or rendered functionless, and the whole struc- 
ture becomes readily detachable from the sinus 
walls. Three types of the disease are described 
by Hajek—fibrous, polypoid and suppurative, 
depending upon which of these features is 
dominant, though many mixed forms occur. 

The most common local manifestation of these 
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pathological changes is the presence of a 
bacteria-laden discharge, catarrhal or purulent, 
within the affected cells, which, overflowing 
into the nose, produces that symptom-complex 
colloquially known as ‘‘chronie eatarrh.’’ The 
viscid character of this discharge, together 
with its irritating effect upon the erectile 
tissues of the turbinates, is responsible for a 
large percentage of all cases of intermittent 
nasal obstruction. . 

The second method by which this infection 
manifests itself is by lymphatic or venous ab- 
sorption of the toxie products formed within 
the diseased membrane. Many eases of chronic 
rheumatism and other constitutional disorders 
of obscure origin can be traced to this cause. 

The third method arises from aspiration or 
swallowing of these infected discharges, and 
accounts for many non-tuberculous chronic 
respiratory and gastro-intestinal affections. 

In the light of these indisputable findings it 
becomes obvious that medical treatments of the 
nasal cavity are purely symptomatic, and 
the indiscriminate resection of all moderately 
deflected septa and the amputation of swollen 
turbinates useless palliatives, so long as the real 
cause of the nasal obstruction remains unrecog- 
nized. Conversely, when the diseased sinus is 
successfully treated, eliminating the irritating 
discharge, this nasal symptom automatically 
disappears, except in those relatively few cases 
where there is a gross septal deviation. Aside 
from its futility, any intra-nasal operation re- 
quiring post-operative packing is an extremely 
hazardous procedure when done in the presence 
of such an infection. The splint or packing 
obstructs natural drainage, and the virulence 
of the confined organisms is acutely aggra- 
vated, resulting at best in a stormy convales- 
cence, with fever, nasal exudate and frequently, 
hemorrhages. In more severe infections, the 
middle ear may become involved, with possible 
need for subsequent mastoid surgery. In sep- 
tum cases, if a post-operative hematoma 
develops, secondary infection of it is invariable, 
and the patient then is faced with that most 
dreaded of all nasal mishaps—the falling in of 
the nasal ridge. 

I ean personally testify that these unfor- 
tunate sequele are by no means fanciful. In 
my earlier practice, before I had made it an 
invariable rule never: to. operate on a case 








which required post-operative packing until I 
had assured myself of the absence of sinus 
infection, or, when present, given it primary 
consideration, I experienced all these mis- 
adventures; but, nowadays, in the few cases 
where septum resections are really necessary, 
the patient’s convalescence is entirely free 
from disturbing complications. 

Constitutional remedies, such as vaccines and 
vitamins, and light therapy, while valuable 
adjuncts in raising the patient’s general re- 
sistance, cannot possibly be expected to restore 
to normal or sterilize the thickened mucosa 
of a para-nasal cell, any more than such treat- 
ment can create a healthy tonsil out of a 
chronically diseased one. Thus it follows that 
of all the measures at present in use, only two, 
the intra-nasal and the extra-nasal direct surgi- 
eal procedures really attack this disease at its 
source. 

Of the three types of chronic sinusitis, the 
suppurative is the one in which simple drainage 
can reasonably be expected to effect a cure, but 
even here resuits are often disappointing, for 
unlike an ordinary abscess cavity lined with 
granulation tissue, this disease is a chronic, 
pyogenic infection of a differentiated histologi- 
cal structure—the sinus mucosa—which, further- 
more, is attached to non-collapsible bony walls. 
As an illustration of failure to cure such cases 
by this means, permit me to report one in which 
for special reasons I had to be content with 
intra-nasal drainage; the patient has been irri- 
gated at least weekly for the past five years, 
with no permanent improvement to the purulent 
discharge, while the original infection in the 
meantime has spread to the opposite antrum. 

When the pathological changes in the mucosa, 
as demonstrated by the use of lipiodol and x-ray 
and by washings, are shown to be polypoid or 
fibrotic in type, attempts to free the sinus of 
this diseased and thickened membrane by irriga- 
tions through permanently enlarged openings 
are more irrational than would be similar at- 
tempts to wash polyps from the nasal cavity or 
a fibrosed tonsil from its bed, for these at least 
have the virtue of being clearly visible. 

There are special objections to the use of 
this method in such cases involving the maxillary 
sinus. In the first place it is impossible to make 
an intra-nasal opening level with the floor of the 
antrum ; more often it is half way up the nasal 
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wall, so that in the case of this sinus there is 
not even the exeuse that dependent drainage 
is being provided. In the second place, as a 
result of the new antral opening, a secondary 
infection or an exacerbation of the old, as 
shown by the conversion of a relatively mild 
vatarrhal discharge into an irritating purulent 
one, is so common, that one of its ardent ad- 
voeates has been constrained to make a virtue 
of it. He tells the readers of his text-book not 
to be discouraged if the first few washings 
return clear, as ultimately, if they persist, a 
rich flow of (laudable) pus will be their 
reward! 

The radical sinus operation, on the other 
hand, is not based on any _ pre-conceived 
etiological theory, but aims at the elimina- 
tion of the disease in a rational manner. The 
pathology of chronic sinusitis, like that of 
chronically inflamed tonsils, is of such a 
character that sterilization and a return of 
the parts to normal is not conceivable. This is 
borne out by innumerable clinical records, and 
any rhinologist who has had a wide enough 
experience knows that there are few if any 
diseases in the realm of medicine, so inexorable 
and so prone to relapses and exacerbations. 
The modern technique, unlike the operations 
devised by Caldwell, Lue and Denker, does not, 
except in one type of frontal operation, attempt 
or expect ablation of the affected cavity, but 
aims only at the thorough removal by blunt 
dissection of the chronically infected, fibrosed, 
or polypoid mucosa, by the only feasible route, 
1.€., the extra-nasal. 

Unfortunately for the universal adoption of 
this method, it is necessary, in order to get at 
some of the diseased areas adequately, to make 
an external facial incision, to the scar of which 
most patients are much less resigned than to 
almost any degree of clinical imperfection. It 
is, therefore, expedient in frontal and ethmoid 
cases not to perform radical operations until 
all other means of ameliorating the condition 
have been exhausted, and the patient’s health 
definitely threatened. 

In chronic antrum disease, however, there is 
no such bar to its use. The scar in the canine 
fossa is invisible, and the technique so simple 
that the operation, under local nupercaine 
anesthesia, can be performed with full visibi- 
lity, painlessly and bloodlessly, in little more 


time than is required for the usual intra-nasal 
Mickuliez operation. The essential thing, as in 
all such sinus operations, is the complete re- 
moval of all diseased foci. In this connection, 
this extra-nasal antral technique affords a safer, 
and much more efficient avenue for dealing with 
co-existent disease of the ethmoids than does the 
intra-nasal operation on these cells. The floor of 
this labyrinth constitutes the inner part of the 
antral roof, so that it is a simple matter, after 
removing the diseased mucosa of the antrum, 
to break through from below and clear out the 
greater portion of the ethmoid e¢ells, including 
the sphenoid, without necessarily disturbing 
the middle turbinate, thus avoiding the cribri- 
form plate, the danger zone in all ethmoid 
manipulations. 

Incomplete exenteration of affected membrane 
is the chief cause of failure in this operation; 
hence the instructions given in most text-books 
‘‘to be sure and remove only visibly diseased 
portions of mucosa’’ are both unnecessary and 
dangerous. In the first place it is impossible, 
except by sharp dissection, to detach healthy 
membrane, and, in the second, macroscopic de- 
termination of where diseased mucosa ends and 
healthy begins is very deceptive. My own prac- 
tice is to remove all mucosa that can be elevated 
by means of blunt dissectors and gauze, if 
possible, en masse. MeGregor’ and others have 
shown experimentally on dogs that, contrary to 
what many surgeons previously thought, normal 
ciliated mucosa is regenerated within three to 
six months after complete denudation of the 
membrane. 

In conclusion, I wish to correct any im- 
pression I may have given that every person 
with a chronically diseased sinus requires a 
radical operation. Quite the contrary. There 
are some whose disease, as in other pathological 
conditions, is a quiescent one so that it is only 
accidentally disclosed by an x-ray examination 
of the head for other purposes. These should be 
left strictly alone. Others, in good general 
health, with mild catarrhal symptoms, are best 
treated by symptomatic, medical measures, par- 
ticularly avoiding all intra-nasal operative inter- 
ference. 

What I do maintain, however, is that when 
the symptoms, especially if they be constitu- 
tional or remote, are sufficiently severe that 
operative interference is indicated, the radical 
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extra-nasal removal of all the thickened or 
polypoid mucosa has, in my experience of many 
hundreds of cases, proven to be the only per- 
manent cure for this otherwise intractable 
disease. 


SUMMARY 


If the growing spirit of pessimism in regard 
to our ability to cure chronic sinusitis is to be 
exorcised, there must be: 

1. A more general recognition by rhinologists 
of the essential pathology of this disease, 1.e., 
that the real cause of both local catarrhal and 
remote organic and constitutional symptoms is 
the presence within certain of the para-nasal 
cells of a germ-infested, fibrosed, or polypoid 
mucosa. 

2. That medical treatment of the nasal cavity 
is purely symptomatic in character, and it is 
absurd and immoral to raise false hopes of a 


TRANSFUSION OF BLOOD 
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cure by this means when the disease is well 
established. 

3. That nasal operations for the relief of 
obstructive breathing caused by chronic sinusitis 
are irrational, and, when associated with post- 
operative packing, dangerous. 

4. The indiscriminate attempt to cure all 
types of chronic antrum disease by nasal pune- 
ture and lavage is more illogical than trying to 
flush polyps from the nasal cavity or diseased 
tonsils from their bed. 

5. Success in radical sinus surgery will vary 
in direct proportion with the ability of the 
surgeon to locate the diseased cells, and his 
thoroughness in removing all the infected mucosa 
of all affected cells, just as success in tonsil 
operations depends upon the completeness of 
their enucleation. 
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THE TRANSFUSION OF BLOOD* 


(WitH A Report oF 206 CASES FROM THE CLINIC OF THE WOMAN’S HospiTaL 


IN THE STATE OF NEW YorK) 
By W. Rupert Espate, M.D., 
Ottawa 


HE transfusion of blood is not a panacea but 

the subject should be of interest to all 
branches of medicine. In the last fifteen years 
it has been given a great impetus with the 
better understanding of the blood groups and 
with improved technique. 

The first authentic transfusion was performed 
in 1667 by Jean Baptiste Denys, physician to 
King Louis XIV. He transfused the blood of 
a young lamb into a youth who was nearly ex- 
sanguinated from repeated venesections. The 
patient had a remarkable recovery. A high 
mortality accompanied the early efforts and 
finally blood transfusion was forbidden in 
France and fell into the discard elsewhere. In 
1835 Bischoff? was successful in performing the 
first human to human transfusion, using de- 
fibrinated blood. 

The reason for the numerous fatalities lay 
in the ignorance of the blood groups. It was 
not until 1900 that Landsteiner and Shattock, 


* Read before the Ottawa Medico-Chirurgical Society, 
January 8, 1932. 


both working independently, discovered the iso- 
agglutinin and the iso-agglutinable substances 
in human blood. In 1907 Jansky showed that 
human blood falls within four groups. Three 
years later, Moss confirmed Jansky’s work, but 
it was unfortunate that he interchanged the No. 
I and the No. IV groups. It is interesting to 
note that a committee of the American Medical 
Association? in 1921 recommended the adoption 
of the Jansky classification. It is to be hoped 
that the Moss classification will be given up, al- 
though he deserves recognition for his work. 
The recipient is always a sick man, and it is 
of value to reflect what reactions take place 
within the body after a transfusion. In man 
the shock of hemorrhage and surgical shock are 
very difficult to distinguish. Hemorrhage many 
times precedes surgical shock and it is difficult 
to tell how much of the latter is present. The 
diagnosis is clinched by the effect of the trans- 
fusion. The hemorrhagic case quickly recovers, 
whereas that in shock recovers only slowly, if at 
all. In surgical shock much of the blood is 
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stagnant, or to put it another way, the person 
bleeds- into his own splanchnic vessels, (capil- 
laries and venules) because they have lost their 
tone.* Transfusion restores viscous fluid to the 
depleted circulatory system. Surgical shock has 
also increased the permeability of the capillaries 
and the smaller blood vessels. The addition of 
an isotonic salt solution of slight viscosity does 
not overcome the permeability; the restoration 
of the blood pressure is only temporary. The 
use of gum acacia lessens the permeability of 
the capillaries. A great deal of painstaking 
work has been done by Gasser and Erlanger‘ 
in the use of gum solutions. More will be said 
later in the clinical application. 

It is a fact established by animal experimenta- 
tion and clinical observation that the additional 
oxygen carriers (red blood cells) overcome the 
dyspnea of exsanguination. Further, the he- 
matopoietic system is stimulated to produce new 
erythrocytes. 

The problem of the blood groups is still under 
discussion. The four groups are based on the 
assumption that two iso-agglutinins and two 
iso-agglutinable substances are present in the 
blood. It is certainly the experience of anyone 
who has done blood typing that there are many 
sub-groups within the four common groups. 
Guthrie, Huck and Pessel®> have identified the 
third iso-agglutinin and a third iso-agglutino- 
gen. They have also demonstrated eight of the 
sub-groups. 

Compatibility of blood is also desirable in 
skin-grafting.® Also, it is of interest to note 

. that in 1910 von Dungern and Hirschfeld’ estab- 

lished the fact that the blood groups, that is, 
the iso-agglutinable substances, follow in strict 
accordance the Mendelian laws of heredity. 
Ottenberg® in 1922 proved by certain combina- 
tions of blood groups that legitimacy or illegiti- 
macy of offspring: may be determined. This 
opens up a very interesting medico-legal prob- 
lem. . 

In the choice of the donor it is preferable to 
use a healthy male between the ages of 18 to 45, 
for several reasons. Usually the veins are easily 
entered in a man of this age. Above all, if one 
has the choice of several donors, do not pick a 
nervous type, or the donor may cause more 
concern than the recipient. A fall in blood 
pressure of a donor, due to nervous shock, is a 

disturbing factor in the smooth running of a 


direct transfusion. Of course all donors should 
be in good health, with a negative Wassermann 
test. There are many cases on record of the 
transfer of syphilis, measles? and malaria due 
to an infected donor. Ernst Flaum’® reports 
an interesting case in which four recipients all 
developed malaria, and the examination of their 
blood revealed the plasmodia of tertian fever 
of malaria from the same unsuspected donor. 

The indications for transfusion are:— (1) 
acute hemorrhage; (2) chronic hemorrhage; 
(3) surgical shock; (4) as a pre-operative pre- 
caution in poor surgical risks (Ward)*'; (5) 
aS a post-operative precaution in poor surgical 
risks (Ward); (6) pernicious anemia; (7) 
severe secondary anemia; (8) hemorrhagic 
diathesis in hemophilia, purpura, hemorrhagic 
disease of the newborn, thrombocytopenia, 
melena neonatorum; (9) severe toxemia’? of 
burns, erysipelas, acute intestinal intoxication, 
septicemia, septic pneumonia, cachexia and 
toxemia complicating carcinoma, infectious 
diarrhea; (10) carbon monoxide poisoning; 
(11) premature and debilitated infants; (12) 
starvation in newborn with dehydration and 
acidosis; (13) diabetic coma; (14) immuno- 
transfusion in septicemia and bacteriemia. 

The most dramatic result of a transfusion is 
seen in its use after a severe hemorrhage, as 
in post-partum hemorrhage, gunshot wounds of 
the abdomen, and ruptured ectopic pregnancy. 
In these cases a transfusion is literally a life- 
saver. The routine typing of all obstetrical 
cases with a few potential donors would lessen 
our mortality and would prove an excellent 
precaution. (Titus’*). 

In the treatment of surgical shock the fall 
in blood pressure is an alarming feature. At 
this point a few words on the efficacy of gum- 
glucose in treating the emergency of shock 
When a surgeon orders an ‘‘immediate’’ trans- 
fusion, this is easier said than done. Under 
ideal circumstances the procedure takes time, 
and time is precious at certain points in im- 
pending surgical tragedies. The intravenous 


injection of 250 to 300 ec. of 6 per cent 
gum-acacia and 20 per cent glucose solution, 
at a rate of 4 ¢@c. per minute at 105° F., as 
advocated by Lillian Farrar,** will maintain a 
critical blood pressure and is 90 per cent effec- 
tive in combating shock. It has been proved 
by many investigators that there is no reason 
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to believe that acidosis is an important factor 
in shock. Two precautions are necessary to 
suecess. First, the solution must be properly 
prepared, and, secondly, it must not be injected 
so rapidly that the viscidity will slow the cir- 
culation and so embarrass the heart’s action. 
Ainsworth Smith,** in an exeellent report, 
states ‘‘that gum-glucose is non-toxic, main- 
tains the blood pressure and the renal output, 
and diminishes vomiting.’’ When post-opera- 
tive shock is not due to the loss of blood, 
gum-glucose is indicated for this type of case. 
Blood transfusion in an unconscious patient is 
dangerous because of the lack of symptomatic 
‘‘danger signs’’ of incompatibility. Here also 
gum-glucose is indicated in this condition. 

It is estimated by various authors that the 
mortality from blood transfusion is 1 or 2 
per 1000 cases. The causes include avoidable 
error and sourees of danger that cannot be 
anticipated. The mass of agglutination and 
hemolysis of the recipient’s or donor’s cells 
is due to faulty technique or is in the sera 
used. Occasionally, in spite of careful cross- 
matching, fatalities have occurred. When all 
other possibilities have been excluded and death 


has been accompanied by shock, hemolysis and 


hemoglobinuria, the source of error may be any 
of the following :— (Hullsiek’*) lack of skill in 
the grouper; deterioration of test sera; con- 
tamination of hemagglutinating serums by 
bacteria (Rosenthal'’); pseudo-agglutination 
(rouleaux formation) ; deceptive reactions; de- 
viation of the group from the four classical 
types, with the formation of new agglutinins; 
temporary bacteriemia causing no disturbance 
in the donor; the use of new rubber tubing 
(Busman'*). The chief causes of death are the 
effects produced in the kidneys, liver, heart and 
blood vessels by the breaking down and disposal 
of the foreign substances (donor’s blood, Wilde- 
gans’®). 

For convenience, the symptoms of reactions 
may be considered as immediate (under six 
hours), or delayed (over six hours). The com- 
mon signs are headache, perspiration, chills, and 
a rise in temperature and pulse. Other signs 
may be tingling pains over the entire body, 
precordial oppression, lumbar pains, urti- 
caria, itchiness, angioneurotic «edema, pul- 
monary cedema, diarrhea, epigastric distress, 
ete. (Burwell*°). 
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The use of a ‘‘universal donor’’ without 
cross-matching is a very unwise and daring 
procedure. It is better to use a corresponding 
type, but where only a ‘‘universal donor’’ is 
available always cross-match to eliminate 
possible reactions. Brines,** however, who has 
had an extensive experience states that cross- 
matching is unnecessary. 

In a repeated transfusion, using the same 
donor, it is a wise precaution to cross-match 
the donor’s cells and the recipient’s serum 
before attempting the second transfusion. Re- 
actions are more common after a second trans- 
fusion. It is reasonable to suppose that the 
titre of the recipient’s serum has changed with 
the addition of the donor’s blood. 

The injection of air into the veins is not a 
desirable procedure. This error in technique 
is at times common to us all, but it seems to be 
followed by no untoward result. Anaphy- 
lactic reaction, presumably due to sensitization 
of the patient or inherited allergy to the 
donor’s blood is most common in multiple 
transfusions. May I relate a case in point. 
During my service at the Woman’s Hospital, 
I used a fellow interne who was a Group (B) 
III for an emergency transfusion. His blood 
was compatible with the recipient’s blood, also 
a Group (B) III. Midway during the transfu- 
sion the patient had a severe reaction; fullness 
in the head, urticaria over the face and chest, 
swelling of the hands and face, a severe chill, 
spasm of the bronchioles and later pulmonary 
edema. With the first signs of these symptoms, 
after 360 ¢.c. had been injected, the transfusion 
was discontinued. Later the compatibility was 
checked over and the conclusion reached was 
that the untoward result had been an anaphy- 
lactic protein reaction. The donor within the 
previous hour to transfusion had had a generous 
supper of tuna fish. The symptoms were allevi- 
ated by the immediate injection of 1 ce. 
adrenalin (1-1000). It is a wise precaution to 
have a loaded syringe of adrenalin nearby dur- 
ing a transfusion. 

Citrate fatalities are rare; nevertheless they 
do occur (Bernheim??). People who have been 
greatly exsanguinated are additional hazards to 
the indirect method. The citrate method is 
contraindicated in thrombopenia and purpura 
hemorrhagica, where there is a dangerous de- 
erease of platelets. It is difficult to prove by 
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experimental effort the injurious effect of the 
small amount of the sodium citrate used in a 
transfusion. 

The indirect or citrate method is a reasonably 
safe and simple procedure available to any 
physician. The action of the citrate in the blood 
stream is the reverse of that in the test tube; 
that is, it acts as a coagulant within the body. 
Clinical experience has shown a greater number 
of reactions when using the citrate method than 
when using unmodified blood. 

The number of instruments devised for use 
in the direct method are legion. The Scannel 
set, using the Unger type of needles, seems to 
be an ideal combination. The Lindeman tele- 
scoping needles are excellent for entering small 
vessels. The ability to enter a vein is a real 
art and can be greatly facilitated by making a 
small quarter inch incision with a scalpel in 
the skin. The site of the incision should pre- 
viously have a small wheal of novocain, using 
a 14 per cent solution, and should be slightly 
to the side of the distended vein. However, the 
choice of an instrument is of lesser importance 
than the skill of the operator. The indirect 
citrate method is the procedure of emergency, 
the direct, the method of election. 

The use of blood transfusion in pediatrics 
has increased greatly in the last decade. Hal- 
bertsma** suggests the rough rule of the injec- 
tion of 15 «ec. of blood per kilogram of body 
weight. There will be a rise of approximately 
one million cells. In smaller children it is more 
satisfactory to use the vein at the ankle. For 
infants the external jugular vein and the punc- 
ture of the superior longitudinal sinus are 
methods in use. Small doses of whole blood 
intraperitoneally seems to be effective. It is a 
wise precaution to cross-match the baby’s serum 
with the donor’s cells. The late Dr. Bruce 
Robertson”‘ contributed a great deal to exsangui- 
nation transfusion, but at the Sick Children’s 
Hospital in Toronto this method does not seem 
to enjoy the popularity it did previously. The 
use of auto-transfusion has a definite field in the 
use of the patient’s own blood as in ruptured 
ectopic pregnancy, rupture of the spleen, and 
gunshot wounds of the abdomen. Obviously, 


it is safe to reinject only fresh blood into the 

system. Old blood, clots, and the presence of 

infection are contraindications (Appleby”°). 
Some authorities state that familial jaundice, 


acute nephritides and acute cardiac conditions 
are contraindications to transfusion. On the 
other hand, there does not seem to be any con- 
dition in which some author has not reported 
a successful series; therefore, one is led to 
believe that in a doubtful case transfusion is 
worthy of a trial. 

In gynecological cases there is a greater 
degree of secondary anemia than in other 
surgical conditions due to the menorrhagia and 
metrorrhagia so frequently present in adnexal 
and uterine disease. May I present a statistical 
study of 206 transfusions on gynecological 
operative cases. The direct method, using the 
Unger and Scannel machines, was employed 
throughout. The average amount of blood used 
was 500 c.e. 


| TABLE I. 


TRANSFUSIONS 
INN Soa wol sande chewemees 
I sinks inde ccpinan neta rine 9 


Se ES 35 bin ecendsuweesenmesweeeke 80 
TaBL_eE II. 

INDICATIONS FOR TRANSFUSIONS 
Prophylaxis (secondary anemia)............. 182 
Prophylaxis (without secondary anzemia)...... 4 
Shock (6 cases of secondary anemia)......... 17 
NE I a, 6h Flos ceeded aw enecesawans 3 


The three fatal cases of sepsis (1.4 per cent) 
shown in Table II are typical, where trans- 
fusion was used as a last resort in the presence 
of infection. There were 4 cases of prophylaxis 
(1.9 per cent), without any secondary anemia. 
These were pre-operative and post-operative 
precautions, as they were all long operative 
cases; such as vaginal plastic operations with 
the continual and unavoidable oozing. The 
valuable contribution of Gatch and Little?® in 


TaB te ITI. 


REACTIONS 
1. Chills— 
Immediate (within 6 hrs. - ~— (over 6 hrs.) 
Chilly sensation..... 
Moderate chill...... ' see << 
Severe chill......... SS sso 
2. Pulmonary cedema of lungs (1 case, immediate reaction) 
severe chill. 
3. Angio-neurotic cedema of face (2 cases, immediate re- 
_ 2ction) no chill. 
4. Unconsciousness during transfusion (1 case, immediate 
reaction) slight chill. 
5. Rigor during transfusion (1 case, immediate reaction) 
severe c 
6. Pain over hontt, tingling pains over body, persistent 
cough (1 case, severe chill). 
7. Collapse of pulse, semi-conscious (1 case, after 390 
c.es.) no chill. 
8. Pain in back, air hunger (1 case,) severe chill. 
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determining the loss of blood at operations is 
an excellent effort. They calculated the loss 
by colorometric measurement of the blood re- 
covered by washing the gauze sponges. A 
radical breast amputation showed a loss of 
710 ¢.¢., a total hysterectomy for fibroids 304 
e.c. and nephrectomy showed 816 e.e. 

Table III deals with the reactions of this 
series. In connection with angio-neurotic 
cedema, Quincke?’ regards this condition as a 
vasomotor neurosis under the influence of 
which the permeability of the vessels is sud- 
denly increased. 


The course of the blood pressures, as indi- 
eated in Chart I is interesting. The blood 
pressure before 121.33/72.84; immediately after 
123.74/74.25 ; two hours after 124.58/73.24; and 
forty-eight hours after transfusion 138.40/73.47. 
The systolic pressure shows a gain of some 
13.82 mm. of Hg., with an approximate un- 
changed diastolic pressure. This shows a con- 
sequent rise in pulse pressure. From these 
records it may be assumed that it is safe to 
transfuse a patient with an internal hemor- 
rhage, such as from a ruptured ectopic preg- 
naney. The blood pressure remains about the 
same; therefore the hemorrhage is not in- 
ereased. Further, any desire to increase the 
blood pressure immediately after transfusion 
would have to be anticipated latterly. 


CHarT I CHartT II 


#£0 81000 COUNT 


81000 PRESSURE 
go 2" ([]) Matec BP Ej Adder Mreseure 
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The pulse shows no appreciable change. 
Before operation it was 96.7; immediately after 
95.9; two hours after 97.2; and forty-eight 
hours later 90.4; remembering that we are 
dealing with operative cases, the pulse is still 
rapid. 

The temperature showed a slight increase 
after transfusion—99.3° to 99.76° and 100.5°, 


with a return to normal forty-eight hours 
later. It-may be that the mixing of the foreign 
blood affects the heat mechanism. 

The erythrocyte count as given in Chart II 
shows that the red blood cells increased from 
3,129,000 to 3,666,000 in forty-eight hours. 
This gives an increase of 543,000 cells per 0.5 
litre of transfused blood. The hemoglobin is 
raised in accordance with the erythrocyte 
count from 51.9 per cent to 61.47 per cent, an 
increase of 9.57 per cent. 

The leukocyte count showed only a slight 
decrease, from 10,681 to 10,376. The poly- 
morphonuclear and mononuclear counts were 
relatively unchanged; the former from 71.36 to 
72.33 per cent, and the latter from 26.67 
to 26.47 per cent. These figures may illustrate 
the point that any infection present is con- 
trolled. 


SUMMARY 


1. Blood transfusion is a simple and efficient 
procedure. 

2. All interns of recognized hospitals should 
be experts in blood-typing and transfusion, 
preferably by the direct method. 

3. Blood transfusion overcomes the shock of 


- hemorrhage. 


4. Gum-gluecose is an effective means for 
combating surgical shock, and should be given 
early before the vital centres are damaged; it 
is indicated for an unconscious patient. 


5. By the transfusion of 500 c.e. of blood an 
inerease of half a million red blood cells and 
a 10 per cent increase in hemoglobin may be 
anticipated. 


6. The white blood count is not appreciably 
affected by transfusion. 


7. It is safe to transfuse a patient suffering 
from an internal hemorrhage before operation, 
as the blood pressure is not increased. 


8. Reactions occur in 28 per cent, mostly 
chilly sensations; 4 per cent are severe in 
character. 


I am indebted to Dr. George Gray Ward, the Chief 
Surgeon of the Woman’s Hospital, for his helpful 
criticisms and advice; also for his kind permission to 
use these records. 

My thanks are also due to Dr. 8. L. Harris and 
Dr. W. E. Cowan for their invaluable help in the 
statistical study of this paper. 

A fairly full bibliography has been prepared and 
may be had on application to the author. 
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BIOPSY* 


By Burton T. Simpson, M.D. 


Director, New York State Institute for the Study of Malignant Diseases, 
Buffalo, N.Y. 


HERE are many members of the medical 

profession who are looking forward to the 
discovery of a serological test for cancer. Much 
work has been done along this line but none of 
the tests brought forward have proven of much 
value. Especially have they failed when the 
malignant lesion was in the early stages. From 
the fact that cancer is in the beginning a localized 
disease, and has little if any effect upon the rest 
of the body, and also that it is not of infectious 
origin, I believe the possibility of the discovery 
of any serological or blood test for early cancer 
is very remote. 

Statistics show that in cancer, as we see it 
to-day, an absolute clinical diagnosis cannot 
be made in more than seventy per cent of cases 
and that the macroscopical appearance alone can 
be expected to afford a correct diagnosis in a 
little more than eighty per cent. With the 
present intensive educational propaganda con- 


cerning cancer, people are now going to their .- 


physicians with lesions which are clinically im- 
possible of a definite diagnosis. Therefore, the 
percentage of correct clinical diagnoses is sure to 
be decreased as time goes on. It is admitted 
that the safest agent for tumour diagnosis which 
we have to-day is the microscope. While this 
method is not infallible, still the high percentage 
of correct information gained by microscopical 
examination makes it by far the most reliable 
procedure which we have. It seems absurd that 
with this knowledge there should be any con- 
troversy concerning the value of biopsy. How- 
ever, there is to-day a definite group of medical 
men, including some pathologists, who decry its 
use, either from the standpoint of its supposed 
dangers or as a criticism of the technique of the 
rapid preparation of sections. 

The practical application of biopsy varies 
somewhat under different circumstances, viz.; 
(1) diagnostic biopsy where this procedure is 
used in general practice and only when a diag- 
nosis cannot be made by other methods; (2) 
therapeutic biopsy where it is done for the pur- 


*Read before the Pathological Section of the 
Canadian Medical Association, June, 1932. 


pose of determining the type and amount of 
treatment; (3) routine biopsy as is practised in 
research institutions where biopsy is made on 
nearly every patient, not only for the purposes 
of diagnosis and determination of the type of 
treatment but to permit a permanent record, 
especially after radiation, where otherwise no 
histological record would be available. 

The dangers that have been ascribed to biopsy 
are hemorrhage, infection, dissemination of tu- 
mour cells, and acceleration of the growth of a 
malignant lesion. At the State Institute at 
Buffalo, where biopsy is done as a routine pro- 
cedure, and has been performed on more than 
seven thousand patients, we have never observed 
any deleterious effect from it. Hemorrhage and 
infection are minor dangers and occur only 
rarely; they may usually be avoided if the 
proper precautions are observed when making 
the biopsy. 

The question of the dissemination of tumour 
cells and the possibility of speeding up the 
growth are more serious dangers if it be true 
that biopsy causes these conditions to occur. 
Considerable research has been done to disprove 
the assertion that cutting into a malignant 
tumour will stimulate metastases. Francis Carter 
Wood carried out an extensive series of experi- 
ments on the Flexner-Jobling rat carcinoma and 
also upon the Crocker rat sarcoma, in which he 
showed conclusively that cutting into the growing 
tumours of these animals did not increase the 
incidence of metastases. Lubarsch traumatized 
both inoculated and spontaneous tumours in 
animals. (mice, rats and dogs). From these 
experiments he was unable to observe any 
increase in the rate of growth or any change in the 
histological picture. Millard Marsh, biologist 
at our Institute, repeated Wood’s experiments, 
using spontaneous tumours of mice. His results 
were comparable to those of Wood, there being 
no increase in the incidence of metastases. I 
have observed many instances in which biopsy 
has been done on human beings when quite 
an interval has elapsed between the time 
of biopsy and the operation. Although I do 
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not condone this practice, I will cite some 
instances to demonstrate that cutting into a 
malignant tumour is not always followed by 
disastrous consequences. 

A doctor in a neighbouring city removed a 
small tumour from the breast of a patient and 
sent it by mail to the Institute for diagnosis. 
When the tumour was cut it proved to be solid 
carcinoma of the type which to-day we would 
classify as Grade 4. I telephoned the doctor to 
give him the diagnosis and to remind him of the 
importance of an immediate operation. How- 
ever, the operation did not take place until 
the following morning. This incident occurred 
twelve years ago and the patient is perfectly well 
to-day. Another interesting case is that of a pa- 
tient with a periosteal sarcoma of the humerus. 
The physician cut into the tumour mass and 
curetted much of the tissue, sending some of it to 
the Institute for diagnosis. Upon receiving the 
report, the doctor referred the patient to our 
Institute for radiological treatment. Despite 
these treatments, the tumour continued to grow 
and finally a shoulder amputation was done. 
At the present time, more than two years after 
the diagnosis was made and more than a year 
after the amputation, the patient remains well 
and free from chest metastases, as determined 
by x-ray. Of course, the time is too short to 
determine the ultimate outcome of this case, but 
if surgical trauma speeds growth or disseminates 
tumour cells, this should have been evident by 
this time, especially in a most favourable case 
such as that just cited. I will call your 
attention also to one other case because there 
are physicians who hesitate to do a uterine 
curettage for fear of opening blood or lymph 
channels and thereby increasing the chances 
of dissemination of malignant cells. This pa- 
tient was the wife of a physician. Unknown 
to her husband she went to a surgeon for 
a curettage. The surgeon obtained a large 
amount of material which he brought to the labor- 
atory. Histological examination showed the 
condition to be malignant adenoma. This was 
verified by two prominent pathologists. How- 
ever, the husband refused the recommended 
hysterectomy. Eight years later this woman 
died from another malady. There was no 
evidence of recurrence or metastases of the 
malignant condition. It is my opinion that a 
biopsy, properly performed, rarely, if ever acceler- 
ates the growth of a tumour or causes dissemina- 
tion of tumour cells. 


If time permitted I would like to discuss the 
value of biopsy. In our clinic we discover many 
cases of unsuspected cancer by this method, 
with the consequent saving of life. Many lesions 
which have been diagnosed clinically as malignant 
have proved upon microscopic examination to 
be benign. In our state-wide free pathological 
diagnostic service we not infrequently receive 
material from operations which could well have 
been avoided had a biopsy been performed. 

While experimental evidence points to the 
view that biopsy is a safe procedure, there are 
theoretical grounds for believing that it is not 
entirely free from danger. Therefore, when 
biopsy is resorted to, the interval between the 
time of taking the tissue and the performing of a 
necessary operation should be as short as possible. 
This necessitates a rapid preparation of the 
specimen. Various methods have been intro- 
duced to accomplish this purpose. 

L. B. Wilson was the first to develop a reliable 
method for quick diagnosis on tissues. This © 
method was based upon freezing unfixed tissues 
and staining with polychrome methylene blue. 
Rapid paraffin methods were introduced by 
some of those who had little confidence in frozen 
sections. However, the most rapid of the 
paraffin methods is slow when compared with 
some of the others. More recently, Terry has 
proposed a method of cutting free sections with 


-a razor, staining one side with a special stain and 


examining the section, mounted in water, by 
transmitted light. 

I will not enter into a discussion of the ad- 
vantages or disadvantages of any of these 
methods. I am partial to frozen sections made 


_ from fixed tissues and stained with an instan- 


taneous hemotoxylin stain, with dehydration in 
alcohol, clearing with carbol-xylol and mounting 
permanently in balsam. For those who are 
not familiar with this method, I will review the 
technique. Just before the suspected lesion is 
excised a large test tube is half filled with forma- 
lin. This is brought to the boiling point. The 
specimen, not larger than one centimetre square 
and three millimetres thick, is dropped into the 
formalin and boiled for one minute. After 
boiling, the specimen is plunged for a few seconds 
in a beaker of ice water and then placed upon the 
stage of the freezing microtome. With a sharp 
knife thin sections are obtained. The section is 
stained in acid-hematoxylin, which is a selective 
nuclear stain, and washed in distilled water. 
The colour is restored by a slightly alkaline 
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water and the specimen is passed quickly through 
seventy, eighty-five and ninety-five per cent 
alcohols, counterstained and finally dehydrated 
by being placed in absolute alcohol containing 
eosin. The section is cleared in carbol-xylol and 
mounted in Canada balsam. This method re- 
quires only five or six minutes and gives us a 
permanent section for study and filing. This is 
practically the routine method that is used in 
the state-wide diagnostic service at our Institute, 
except that the tissues are usually fixed when 
they reach the laboratory and the boiling in 
formalin is only done when biopsy is made in our 
own clinic. This method has been in operation in 
our laboratory since 1910 and we have on file sec- 
tions from more than 118,000 cases, 99 per cent 
of which were made by means of the freezing 
method. This method is almost imperative with 
us, as we sometimes have more than a hundred 
specimens in a single day. 


INDICATIONS FOR BIOPSY 


' If we accept the dictum that cancer in the 
beginning is a localized disease, and that cancer 
is curable in this stage, we shall have to resort to 
biopsy often if we are to obtain the best results 
possible in the control of this disease. Blood- 
good advises the complete excision of small 
lesions of the skin as warts, moles, keratoses, 
ulcers, nevi, etc. Consequently in this class, 
biopsy is not necessary. However, in malignant 
lesions of the skin it is important to differentiate 
between basal-cell and pearl-cell epithelioma. 
Notwithstanding the fact that the malignant 
nature of a lesion is known, biopsy is often done 
for the purpose of ascertaining whether or not 
the neoplasm is radio-sensitive. Lesions in the 
floor of the mouth, on the tongue, and on the 
mucosa of the cheek should always be submitted 
to biopsy, as it is often difficult to differentiate 
clinically between tuberculosis, syphilis and 
neoplasm in these localities. Intrinsic carcinoma 
of the larynx is susceptible of cure in 75 per cent 
of early cases. Therefore, biopsy is very im- 
portant in cases which are clinically suspicious. 
Since there is now under way an intensive 
drive to have women who have borne children 
present themselves twice each year for a cervical 
examination to prevent cancer, biopsy will be 
utilized much more frequently to differentiate 
pathological lesions. In the past year we have 
had at our clinic four women who had slight 
lesions of the cervix which we had diagnosed, 
clinically, as benign. Biopsy showed that these 


clinically benign lesions were early carcinoma. 
It is probable that if we did not make routine 
biopsy on our patients these women might have 
been returned to their doctors with a feeling of 
safety which would have been disastrous. 
Doubtful or suspicious cervical lesions should 
always be biopsied. The only means we have 
for a definite diagnosis of early intra-uterine 
cancer is the microscopic examination of uterine 
curettings. This procedure is the oldest of all 
biopsy methods. 

With the prevailing opinion that a tumour in 
the breast of a woman past the age of twenty-five 
should be removed, it becomes necessary that 
such a tumour be immediately examined micro- 
scopically to determine if it be malignant or not. 
If malignant, the complete operation should be 
done at once. Therefore in breast cases biopsy 
should only be done in the operating room where 
the surgeon is prepared to complete the operation 
if indicated. 

The question of biopsy on bone tumours is 
open to considerable controversy. At the Insti- 
tute we do not do biopsy on bone lesions or on 
malignant melanomas. Bloodgood advises radi- 
ation first, then, if desired, biopsy may be per- 
formed. Holfelder employs biopsy in all tumours 
of bone, three or four weeks after the first treat- 
ment with x-rays. Dean Lewis believes that 
biopsy should be made in doubtful cases before 
any mutilating operation is done. Ewing is 
inclined to restrict biopsies on bone lesions to 
doubtful cases just before amputation. Un- 
doubtedly biopsy has saved some amputations 
in inflammatory conditions of bone. Lymph- 
nodes lend themselves to biopsy methods. 


. Outspoken cases of tuberculosis, Hodgkin’s dis- 


ease, leukemia and lymphosarcoma are easily 
diagnosed histologically, but there is a great group 
of the so-called lymphomas and inflammatory 
lesions which are distressing to the pathologist. 
Biopsy of tumours of the urinary bladder is a 
routine procedure at our hospital, although we 
feel that every bladder tumour is at least potenti- 
ally malignant. In advanced cases of prostatic 
carcinoma we are occasionally able to make a 
diagnosis from material secured by the punch 
method. 

I cannot leave the subject of biopsy without 
emphasizing the fact that the most important 
link in the chain is the man who sits behind the 
microscope and makes the ultimate diagnosis. 
Ewing has said that the proper histological 
diagnosis of tumour tissue is the most difficult of 
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all laboratory procedures. We often find men in 
charge of county laboratories who are good 
clinical pathologists but who have had inadequate 
training and little experience in tumour diagnosis 
and yet are willing to undertake the diagnosis of 
pathological specimens. I am of the opinion 
that some of the pathologists who condemn 
the frozen-section method, and who insist upon 
paraffin sections for leisurely study, are lacking 
in experience in the diagnosis of tumour tissue 
and are unwilling to attempt an immediate 
diagnosis. The pathologist who undertakes 
the diagnosis of tumours to-day can no longer 
discharge his obligation by simply making a 
report of carcinoma or sarcoma, but must be 


prepared to give an opinion upon the grade of 
malignancy and the degree of radiosensitivity. 

It is well known that the practice of biopsy is 
inadequate in many places. A committee from 
the American Society for the Control of Cancer 
made a survey of the facilities for the diagnosis 
and treatment of cancer in the United States. 
In its report it emphasized the fact that one of 
the most serious obstacles in the successful 
treatment of cancer was inadequate pathological 
diagnosis. I agree with Hellwig in his assertion 
that, ‘‘If every cancer patient could have the 
advantage of expert biopsy, the mortality could 
be greatly reduced.” 


Case Reports 


A PIN IN THE MAXILLARY ANTRUM 


By R. P. Wriagut ANp J. W. Gerri, 
Montreal 


The following history presents a most unusual 
instanee of a foreign object in the antrum of 
Highmore. 

The patient, a normal male adult, thirty years 
of age, came to Montreal seeking relief from a 
chronic nasal eatarrh. For the previous three 
months, especially, he had been suffering from a 
bothersome nasal discharge, as well as from fre- 
quent obstruction to nasal breathing. During 
this period he had had his sinuses investigated 
and was undergoing treatment for chronic 
sinusitis, some nineteen antral irrigations having 
been performed. Roentgenograms had apparent- 
ly been taken and reported negative. On close 
questioning, he admitted that similar symptoms 
had been present to a lesser degree for several 
years, and six years ago he believed he had had 
some slight operation performed on the nose 
and a piece of bone removed. He denied any 
knowledge of himself or anyone else having used 
a pin in his nose or mouth. 

His upper left first bicuspid and first and 
second molars were removed about eight or ten 
years ago. The history and dates of these ex- 





* From the Ear, Nose and Throat Department of the 
Montreal General Hospital. 


tractions are indefinite yet he believed the 
removal to have been uneventful and he couid 
recall no particularly difficult extraction. An — 
attempt was made at removal of the third molar 
two years ago by a physician. The crown was 





fractured and the roots removed a few months 
later by an exodontist, apparently with no diffi- 
culty. A bridge, with the second bicuspid and 
third molar teeth as abutments and earrying the 
first bicuspid and two molars, was removed at 
the time the third molar crown was fractured. 
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Examination. — The significant facts of the 
physical. examination are as follows. The pa- 
tient had a normal placid mentality and in no 
way could he account for the presence of the 
foreign body. The inferior left turbinate was 
slightly hypertrophied. There was some mucus 
on the floor of the left inferior meatus; other- 
wise the nose was not remarkable. Posterior 
rhinoscopy was negative. The mouth showed 
the first bicuspid, and the first, second and third 
molars to be missing on the left side. There 
was no fistula and the gums and alveolar pro- 
cess were intact and sound. Bony resorption 
was complete in the bicuspid and the first and 
second molar regions, while the third molar 
region showed the bony irregularities of more 
recent extraction. The second bicuspid had 
evidently been prepared as a bridge abutment, 
but was vital and showed no evidence of apical 
or periodontal disease. The cuspid carried a 
gold shell crown and lateral incisor pontex. 

Roentgenological examination of the nasal 
accessory sinuses showed a very definitely cloudy 
left maxillary antrum, containing what appeared 
to be an ordinary straight pin lying in the 
anterior part, with the head in the antero- 
superior angle and the point passing downwards 
and backwards to the first molar region. (See 
Fig.) The other nasal accessory sinuses ap- 
peared to be negative. 

Dental roentgenograms showed nothing ab- 
normal. The cuspid and second bicuspid ear- 
ried no evidence of apical or periodontal disease 
and were apparently normal. The first. bicuspid 
and molar regions showed a normal edentulous 
alveolar process. 

Treatment.—A radical maxillary antral oper- 
ation of the Denker type was performed. The 
antral cavity was found to be completely filled 
with tough polypoidal masses and the mucosa 
fibrotic and hypertrophied. There was some 
mueus but no pus. The pin was found in the 
position indicated and was tightly enmeshed in 
the fibrotic antral contents, It was bent and 
removed through the Denker opening. Examin- 
ation showed an ordinary straight pin, 25 mm. 
in length. There was marked erosion, it being 
almost eaten through in one part. The opera- 


tion was completed, and patient had an un- 
eventful recovery, being discharged on the 
fourth day after operation. 


CONCLUSIONS 


The patient being of normal mentality and 
having no knowledge of the foreign body, to- 
gether with the position of the pin in the 
antrum, preclude the supposition of a nasal 
route of entry. It is highly improbable that a 
pin of that size would get there in infancy, nor 
could a pin possibly gain entrance by the normal 
nasal ostium. The most likely conclusion would 
seem to be that at the time of extraction of the 
upper left first molar there may have been some 
doubt or curiosity in the operator’s mind as to 
the condition of the antral floor. The pin was 
probably called into play as a probe and slipped 
from the grasp of fingers or forceps, being lost 
from view in the blood of the operation. 


A CASE OF OBSTRUCTION OF THE 
STOMACH BY AN IMPACTED 
MASS OF HAIR* 


By J. A. FAuLKNeEr, M.D., C.M. Anp 
R. CHartes Apams, M.D., C.M., 


Belleville 


Mr. P., aged 31, married, a carborundum 
grinder for the past seven years, came to us 
complaining of the following symptoms: nausea 
and general gastric discomfort, extreme weak- 
ness, pain in the epigastrium, regurgitation of 
sour dark fluid after meals, loss of appetite and 
inability to take any solid food. 


Past history—He had had the usual child- 
hood diseases, but otherwise had always been 
well. 

Family history contained nothing of impor- 
tance. 

History of present illness——The patient was 
of rather a quick, nervous type, but after 
talking to him, one could find little reason 
to class him as a mental defective in any way. 
Although of the neurasthenic type he had no 
tendency to be morose. However, he was con- 
stantly trying to analyze his symptoms and 
feelings and was somewhat introspective. The 
eating of hair is not uncommon in mental in- 
stitutions, but this patient had a definite reason 
for doing so, and although the very act would 


* Read before the Hastings and Prince Edward 
Counties Medical Society, August, 1932. 
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class him as abnormal mentally, still he cannot 
altogether be classed as a mental case. 

Until two years ago he had been in perfect 
health. As stated before, he had worked in a 
carborundum factory, exposed to dusts of vari- 
ous kinds—a none too healthy occupation. He 
then began to be troubled with a hyperacid con- 
dition of his stomach, with sour regurgitations 
after eating. This condition gradually increased 
in severity, but did not greatly affect his ap- 
petite or general health. Along with this, he 
started to have pain in the epigastric region, 
which at times was relieved by the taking of 
food. Otherwise, he felt well, had lost no 
weight, and was able to carry on his daily work. 

This condition worried one of his mental type, 
and since he was very susceptible to suggestion, 
he devised a means by which he thought he 
could cure himself. He had heard from some- 
one that hair would absorb acid in the stomach, 
so he set about devising a means for this end. 
The means he employed shows that he had a 
purpose behind his action. He obtained a long 
rope of hair, attached a cord to it, and after 
wetting it, swallowed it into his stomach and 
withdrew it after a short interval. This pro- 
eedure he performed with little trouble. He 
repeated it several times over a period of two 
months, and as his condition was not improving 
very rapidly, he swallowed several short por- 
tions of hair at different times to augment the 
treatment. These measures, he kept up for 
about two months, the final one ending dis- 
astrously, as the knot became untied while a 
thick rope of hair was in the stomach, leaving 
it there. He took no more hair after this. 

He was very reticent about telling us all this 
and seemed very ashamed of it all. In fact, it 
was some days after we first saw him that he 
finally confessed it and only then with great 
reluctance. By this time his symptoms had 
become so very severe that he could not but 
think that what he had done had some bearing 
on his ease. 

It was about nine months from the time that 
he took the last hair until we first saw him, and 
all the while his symptoms kept increasing in 
severity. His top weight was 130 pounds, and 
when he entered hospital he weighed 109 
pounds. All the time the taking of food became 
progressively difficult, particularly solid food. 
At times he could eat without vomiting but at 


others, what he had eaten would be regurgitated 
immediately after.. On the whole, fluids were _ 
borne better than solids, but at the last he 
vomited persistently everything that he took. 
Along with this he had a few attacks of pain, 
usually after eating, but on the whole the pain 
could not be said to have any definite peri- 
odicity. More marked than the pain was the 
sense of nausea and discomfort in the epigastric 
region accompanied with which was a feeling of 
great weakness and collapse. He kept getting 
weaker and weaker as time went on, and suffered 
from an obstinate constipation. 

It was at this time that we first saw him, in a 
very weak and emaciated state and vomiting 
persistently. We admitted him at once to hos- 
pital, where we gave him a thorough physical 
examination, but as it was not until three days 
after admission that he told us of having eaten 
hair we were handicapped in making a diagnosis. 

Physical examination.—The chest was very ; 
poorly nourished, but the movements on each 
side were fairly good. Auscultation revealed 
a few fine rales at the base of the right lung. 
Due to his occupation we thought that he might 
be suffering from siderosis with an accompany- 
ing tuberculosis, but x-rays of the chest showed 
no marked disturbance. 

The whole abdomen was very distended and 
made palpation very difficult—in fact no mass 
could be made out at this time. He complained 
of general tenderness over the whole abdomen, 
but there did not seem to be any particular 
localization. On account of this distension, 
x-rays! of the bowel could not be taken at first, 
but after the application of turpentine stupes 
and stimulating enemas we were able to get 
pictures. He was vomiting persistently all this 
time and with the distension and lack of bowel 
movement ‘the case appeared to be one of in- 
testinal obstruction. Urinalysis—Nothing of 
note was found in the urine except a very slight 
trace of acetone. 

X-ray report—The plate of the stomach 
after a barium meal showed a very abnormal 
stomach. The organ was not particularly en- 
larged and the outline was quite regular. The 
barium had filled the organ quite evenly, with 
a slight trace projected through the pyloric 
valve. It did not have the flexible J-shape of 
the filled stomach and the whole organ was high 
up in the abdomen, horizontal, and rigid-looking. 
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As we know now, the stomach was splinted by 
the hair. The contents of the organ appeared 
to be hazy and mottled, the barium running in 
streaks. A very striking feature was that the 
organ was completely filled with the barium, 
there being no air bubble at the fundus. Also, 
the organ showed no evidence of peristalsis. 
The plate following a barium enema showed no 
obstruction of the large bowel, which appeared 
to be perfectly normal. 

The diagnosis up to this time was not par- 
ticularly clear. It was not until after all this 
was done that he told us that he had eaten 
hair. The x-ray showed that there was no 
apparent growth in the stomach or bowel, but 


a solid mass of hair, mixed with mucus and 
particles of undigested food, appeared, which 
we withdrew as a complete cast of the stomach. 
Its weight was 1 pound, 3 ozs. The surface 
was smooth, but showed evidence of peristaltic 
waves. There were a few loose strands of hair 
trailing through the pyloric valve, which 
showed up in the x-ray. Further exploration 
of the stomach showed no ulceration or 
other disturbance. The gall bladder appeared 
normal, with no stones. The operation was done 
under spinal anesthesia. 

Post-operatie.— The patient made a most 
rapid and successful recovery. There was an 





Fic. 1 


there were definite signs of obstruction. The 
stomach looked as if there was some mass 
obstructing it, and when he told us that he had 
eaten hair we were quite sure there was some 
foreign body in the stomach. All this time he 
was getting progressively worse and was slow- 
ly starving to death, so we considered it 
advisable to operate under the provisional diag- 
nosis of some mass obstructing the stomach. 

Operative findings—After opening his ab- 
domen we first explored the intestines, which 
appeared to be perfectly normal, with no sign 
of obstruction. The appendix was long and 
retro-cecal but showed no disease. On reach- 
ing up to the stomach we felt a perfectly solid 
mass of the consistence of putty. The stomach 
was completely filled and tightly contracted 
down over the mass. Upon incising the organ, 


Fie. 2 


immediate cessation of his symptoms from the 
first, there being practically no post-operative 
pain. He did not vomit any of the fluids given 
him following the operation, and when his diet 
was increased to more solid food he kept it down 
equally well. He gained five pounds in weight 
in three weeks following the operation, and was 
able to leave hospital on the 13th day. His 
subsequent recovery has been equally pro- 
gressive. 


DISCUSSION 


There were several confusing points in this 
ease. The distension of the large intestine was 
not what one would have expected, as the 
obstruction was all above this. This was, no 
doubt, due to putrefaction in the bowel, in 
which there was a partial stasis due to the fact 
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that there was practically no material passing 
from the stomach to the bowel. When he went 
to bed, the added stimulus of movement was 
withdrawn and so there was no stimulus for 
the bowels to move. It also might have been 
due to a reflex effect from the stomach. This 
distension added greatly to the difficulty in 
diagnosis, as it was impossible to palpate the 
mass. It is also strange that it took nine 
months for complete obstruction of the stomach 
with its accompanying symptoms to be brought 
about. It is likely that during this time the 
mass was augmented with particles of un- 
digested food and the heavy mucus thrown out 
by the walls of the stomach, caused by the 
irritation of the foreign body. One would have 
thought that he would have gone downhill 
more rapidly than he did. It is plain to see 
why solids could not be held down as there 
was no room for them to pass through, but 
liquids could get by to a certain extent around 
the mass and by permeating through it. 





CONGENITAL DEFICIENCIES OF THE 
RIBS 


By IRENE ALLEN, M.D., C.M., 


Sant John Tuberculosis Hospital, 
Saint John, N.B. 


B.McQ., female, three years of age, was ad- 
mitted to the Saint John Tuberculosis Hospital 
with the complaint of irritability, variable ap- 
petite, and slight loss of weight. 

Family history.—Negative. 

Past history—Normal birth; no instruments 
used. The child had always been quite well. 
No acute infectious disease; had always been 
irritable and hard to manage; cried easily. No 
complaints of any localized pain. One year ago, 
following a fall, the mother noticed a deformity 
of the left chest, particularly a fullness on this 
side and a pushing out of the scapula. The 
diagnosis made at that time was fractured rib 
with callous formation. A friend of the family, 
a year later, drew the mother’s attention to 
increasing deformity, and a tentative diagnosis 
of dorsal Pott’s disease was made by the family 
physician. 

Examination—A well nourished, sturdy child 
of three years. No abnormalities of the head 
and neck were found. Thorax—a peculiar flat- 
tening of the back adjacent to the cervical spine 
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was noticed, ‘‘ironing out’’ of the usual pro- 
tuberance seen in the upper cervical vertebre; 
a rather marked shoulder droop; scoliosis of 
spine to the right, with compensatory curve to 
the left below; marked flattening of the upper 
thorax anteriorly, with complete absence of ribs 
from the clavicle to the usual position of the 
third rib. Considering the absence of ribs on 
the upper left thorax, the physical finding did 
not necessarily indicate disease of the lung. 
Physical examination was otherwise normal. 
Inasmuch as the physical examination did 
not indicate disease, an x-ray was taken of the 
thorax and the report was as follows. ‘‘Left 
half of the third dorsal vertebre not present; 
complete absence of the third rib; fusing of 
the 4th, 5th and 6th ribs at angles, and meeting 
the sternum in a common ecartilage.’’ 
Diagnosis.—Absenee of the lateral half of 
body and wing of third dorsal vertebre; ab- 
sence of the third rib; fusion of 4th, 5th and 
6th ribs into a common eartilage. 





HYDATIDIFORM MOLE IN A 
PRIMIPARA 


By Frank H. Coppock, B.A., M.D., 
Rosthern, Sask. 


Mrs. G. R., aged 19, German, a farmer’s wife, 
eame to my office on January 23, 1932, com- 
plaining of vaginal bleeding (painless). The 
bleeding began about January 1, 1932, ap- 
proximately three months from date of mar- 
riage. She had bled every day since the onset, 
sometimes only a little, sometimes quite a bit. 
The blood came with a gush and then stopped. 
This might happen at any time, irrespective of 
whether she was up and around or in bed. 
The blood was described as thin and reddish 
brown in colour. It was never normal in 
appearance. 

Personal history.—Her last menstrual period 
began on September 20, 1931; married on 
October 3, 1931; expected date of confinement, 
June 27, 1932. 

Physical examination.—She was a well nour- 
ished young woman, apparently five months 
pregnant. The general examination was nega- 
tive except for an aortic murmur. The blood 
pressure was 140/70. The urine was negative. 
Pelvic examination negative; cervix normal in 
appearance. No blood was observed during the 


70 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Jan. 1933 





examination. The fundus of the uterus reached 
the upper border of the umbilicus. 

March 18th. Labour pains began about 7 
p.m., and increased in severity during the 
evening. I was called about midnight and 
arrived about one hour later. The patient had 
expelled a hydatidiform mole, complete as near- 
ly as I could ascertain. The uterus was well 
retracted, but was not quite so firm as normal. 
There was only moderate hemorrhage. 

I saw her again on March 20th. There had 
been no more hemorrhage and no more cysts 
had been discharged. She was feeling well. 
An elevation of temperature as high as 100° at 
8 p.m. each evening was reported. This sub- 
sided in five days. 

This case is reported more as a matter of 
record, but it presents one or two points of 
interest as compared to the text-book descrip- 
tion, viz.— 


1. The patient was a primipara, aged 19. 
The condition is more common in multipare 
approaching middle life, suggesting endo- 
metritis as a possible etiological factor. 

2. The amount of bleeding was never profuse. 

3. The patient enjoyed her usual good health. 
She was not anemic or cachectic. She was not 
troubled even with morning nausea. 

4. The fundus of the uterus reached the level 
of the upper border of the umbilicus when I 
examined her on January 23, 1932, three 
months after marriage, and three and a half 
from the last menstrual period. The fetal 
parts and heart sounds could not be made out. 
The significance was not realized as it is not 
uncommon to find the size of the uterus at 
variance with the stated dates. 

5. Close enquiry failed to reveal any history 
of cysts having been discharged before the on- 
set of labour. 


Clinical and Laboratory Motes 


ASEPTIC CLOSURE OF TEMPORARY 
COLOSTOMY WOUNDS 


By R. R. Firzceratp, B.Sc., M.D., C.M. 
Montreal 


In the closure of a temporary colostomy 
wound there should be no infection of the ab- 
dominal wall or of the peritoneum, no narrowing 
of the intestinal lumen, and no adhesions between 
the closed loop of bowel and the parietes. The 
following refinement of technique has probably 
occurred to others, but as I can find no description 
of it elsewhere, it is placed on record in the 
pages of this Journal. The method has been 
used in infants and in adults, and in all cases it 
has been preceded by division of the spur by the 
Mikulicz procedure. 

The pouting mucous membrane of the bowel 
is pressed inward with a gauze swab, (Fig.1) and 
the opening in the abdominal wall is drawn into 
a transverse slit by two Allis forceps applied to 
the skin. This opening is then closed by silkworm 
gut sutures, inserted about 3 mm. from the skin 
edge and emerging accurately at the muco- 
cutaneous juncture. Sterilization of the ab- 
dominal skin is then repeated and instruments, 
gloves, and drapes are changed. 

The suture line is surrounded by a transverse 
elliptical incision, (Fig. 1). The skin is raised 
and the edges are held together with three Allis 
forceps, securely infolding the suture line, (Fig. 
2). Dissection is then carried down to the 
peritoneal cavity and the loop drawn into the 
wound. A Schoemaker intestinal clamp is then 
accurately applied in such a way that the upper 


surface of the closed blades coincides with the 
buried muco-cutaneous juncture. The super- 
ficial tissues held in the three Allis forceps are 
next cauterized off flush with the clamp. The 
clamp is oversewn by a continuous sero-muscular 





Fic. 1.—Pouting mucous membrane pressed inward 
with a gauze swab; wound drawn into a transverse slit 
by Allis forceps applied to the skin; silkworm gut 
sutures inserted through skin at margins; fresh steriliza- 
tion of field; fresh instruments; (insert) elliptical 
incision through skin. 
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Cushing suture of chromic catgut, (Fig. 2). The 
clamp is loosened and withdrawn. The suture is 
tightened and tied. This first suture line is 
covered by a second continuous row infolding 
the intestinal wall transversely. 

A rectal tube is then inserted by an assistant, 
and guided past the suture line by the fingers. 
The loop of bowel is dropped back into the 





Fig. 2.—Skin margins grasped with Allis forceps; 
dissection down to peritoneal cavity; bowel drawn into 
wound; Schoemaker crushing clamp applied; skin and 
suture line removed flush with closed edges of clamp 
with cautery; clamp oversewn with running catgut 
suture; forceps withdrawn; suture tightened and tied; 
second suture infolding bowel transversely. 





Fic. 3.—Healed wound. 


peritoneal cavity, and the abdominal wound 
closed in layers with interrupted catgut sutures 
without drainage, leaving a transverse scar, 
(Fig. 3). 

Miss Hortense Douglas, Staff Artist of the Montreal 


General Hospital, has kindly made the drawings illus- 
trating the method. 
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THE METAL CATHETER AS AN AID IN 
DIFFERENT:.aTING TUMOURS OF 
PELVIC ORIGIN 


By A. D. Campse.tu, M.D. 
Montreal 


From time to time cases occur in which tumours 
occupying the lower abdomen of the female are 
difficult to differentiate, and, unfortunately, our 
laboratory equipment is of little assistance in 
regard to them. By means of a metal catheter, 
however, one is often able to differentiate certain 
of these tumours. 





Normally, with the patient in the lithotomy 
position, the direction of the vaginal canal is 
downwards and backwards. its long axis being 
parallel to the plane of the pelvic inlet. Upon 
the pubo-cervical fascia, the principal structure 
of the so-called anterior vaginal wall, lies the 
bladder, which is dependent upon this fibro- 
muscular sheet for its support; the position of the 
bladder therefore varies with this supporting 
structure. 
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When the uterus enlarges, as in pregnancy, or 
from tumour-growth, it emerges from the pelvic 
cavity and the position of the bladder is altered, 
as the vagina is drawn somewhat upwards. If a 
metal catheter is passed into the bladder in such 
cases, the direction of the base of the bladder 
will be found to be upwards and forwards instead 
of downwards and backwards. In such cases 
the enlarged uterus can be felt posteriorly, but 
not anteriorly to the instrument. (Fig. 1.) 
This applies to uterine tumours generally, or if a 
mass is adherent to the posterior wall of the 
normal uterus. 

On the other hand, adnexal tumours emerge 
from the pelvis as they enlarge, developing a 
pedicle, and lie over the pelvic inlet, pressing 
downwards upon the pelvic organs, particularly 
the uterus and fundus of the bladder. The 
direction of the vagina and, naturally, the base of 
the bladder may remain unaltered, as_ these 


pedunculated tumours do not exert sufficient 
traction on the vagina to alter its direction. 
More frequently however, with cystic tumours 
the normal downward and backward direction 
becomes exaggerated. If a catheter is introduced 
into the bladder when a pelvic tumour exists, 
gentle palpation will reveal a tumour above, or 
above and anterior to, the catheter. Therefore, 
with the exception of pedunculated fibroids 
arising from the anterior aspect of the uterus, 
tumours lying above or anterior to the bladder 
are adnexal in origin. ((Fig. 2.) 

The catheter is likewise valuable in differenti- 
ating abdominal ascites from the ovarian cyst. 
Ascites does not alter the direction of the vagina, 
nor can a tumour be palpated with the end of the 
catheter. This method has been found useful 
particularly in differentiating cysts from ascites 
and ovarian cysts from certain uterine tumours. 


Editorial 


THE PROBLEM OF MEDICAL EDUCATION 


HAT medical education is a problem 

at the present time no one will deny. 
Much consideration has been given to the 
subject of late years and certain divergencies 
of opinion have been made manifest. Indeed, 
these divergencies have always existed, but 
that they still exist would indicate that the 
problem has not yet been solved, or, possibly, 
that it is insoluble, at least in its entirety. 
No difference of opinion seems to exist as to 
the ideal that should be aimed at; the con- 
troversy centres about the proper method 
to reach that ideal. The matter has now 
become urgent, as may be gathered from 
the fact that it is being discussed in detail 
by certain European countries, notably, 
Great Britain, France, and Germany, and 
by the United States. It is also engaging 
the serious study of the League of Nations. 
It may be noted that the University of 
London has appointed a committee to 
revise the medical curriculum, and the 
University of Cambridge, though dealing 
here only with pre-clinical studies, is pro- 
posing to form a Medical Sciences Tripos to 
meet the needs of students. That there is 
considerable dissatisfaction with existing 
conditions will be gathered from the series 
of articles published in recent months by 


The Lancet, entitled ‘‘What is the Matter 
with the Medical Curriculum.” For the past 
seven years also the Commission on Medical 
Education, working under the auspiees of 
the Association of American Medical Col- 
leges, has been considering the matter, and 
has just published a lengthy report. In 
Canada medical education is likewise a live 
subject, though its discussion hitherto has 
been mainly confined to academic circles. 
Our problem is, on the whole, much the 
same as that of other countries, but as we 
have to adopt in the near future some line 
of action it is well that the subject should 
be ventilated. Accordingly, the Journal is 
proposing to publish this year a series of 
articles on Medical Education which have 
been prepared by recognized leaders in the 
profession, not only teachers but also prac- 
titioners, and the point of view of the 
medical student will also be set forth. 

It will be well to state what the problem is. 
At the start we may lay down this pro- 
position, which will hardly be gainsayed, 
that the duty of the medical profession is to 
ensure “‘the greatest good to the greatest 
number” in the matter of health. This 


implies that the physician should have 
certain qualities in himself, and also that he 
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has certain relations to the general body 
politic. A generation ago the practice of 
medicine was individualistic; to-day it is 
socialistic, or rapidly becoming so. This 
change has come about through the opera- 
tion of a variety of powerful causes—the 
more general diffusion of knowledge, im- 
proved methods of communication and trans- 
portation, industrialization, the concentra- 
tion of people in cities, health insurance, and 
the development of group-action in many 
directions, to mention the more important. 
The burden, therefore, of the medical man 
has shifted somewhat, and it is also weightier. 
It follows, too, that his training must be 
adapted to suit the altered conditions. The 
physician must still be a scholarly, well 
educated gentleman, imbued with high 
ideals, altruistic, and well-founded in his 
craft; he should be able to observe pheno- 
mena fully and accurately; he should be able 
to reason logically so as to draw proper con- 
clusions; and he should be able to differenti- 
ate between essentials and non-essential, to 
separate the wheat from the chaff. Truly, 
a large order! An ideal worth striving for! 
But even more is required. The physician 
must be able to adjust himself to the new 
social structure; he must fit himself to work 
harmoniously and effectively with others. 
He must be, in the widest and best sense of 
the expression, ‘‘a man of the world.” We 
must not expect too much, however, from 
medical colleges and medical curricula. They 
cannot ensure all these divine qualities in 
their students. The crux of the matter is to 
be found farther back—in heredity, tradition, 
family environment, primary and pre-medical 
education. Any satisfactory solution of our 
problem will have to consider these factors. 

So far as the requirements of medical 
study are concerned, the particular subjects 
under debate at the present time are the 
extent and character of pre-medical educa- 
tion, the selection of fit and proper persons 
to study medicine, whether the so-called 
basal sciences should be taught fully and on 
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their own merits or only in their applications 
to practical ends, the better linking up of 
the basal sciences with the clinical branches, 
the duration of the professional course, the 
internship, post-graduate instruction, and 
medical licensure. As illustration of this we 
may quote from The Lancet‘ certain specific 
conclusions that in the opinion of the editor 
of that journal can be deduced from the 
series of articles we have referred to above.— 
(1) The time of the student is over-occupied 
in routine, in book work and in examinations. 
(2) The associations of medicine with other 
sciences, although growing more numerous 
and close, cannot be taken advantage of by 
students whose burden already presses so 
heavily. (3) There is a lack of continuity 
between the teaching received in the school 
and that received in the wards. (4) There 
is no agreed opinion as to the standard 
needed either in general or scientific training 
before professional courses are started. And 
(5) there is no agreed opinion as to the equip- 
ment which examiners should expect from 
students presenting themselves for final 
tests. How far all this criticism is applic- 
able to Canada we shall, no doubt, learn. 
This is not the time for our. Journal to dis- 
cuss the remedy or remedies, editoriaily. 
We shall leave discussion to our contributors. 
For the present we call the attention of our 
readers to the first of our special articles on 
the subject of Medical Education, which is 
from the pen of our President, Dr. Alexander 
Primrose, who from his long experience as a 
teacher and administrator is particularly 
well qualified to speak on the subject. His 
paper is of an introductory and general 
character, and will be followed by others 
dealing with more specific points. When 
the series has been completed the Journal 
would welcome expressions of opinion on the 
merits of the questions dealt with, particu- 
larly from those in general practice. 


A.G.N. 





1. The Lancet, 1932, 2: 471. 
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THE NEWER KNOWLEDGE 


WENTY years ago the complexities of 

muscle chemistry seemed to be a far cry 
from clinical medicine. A few physicians 
were interested in the changes produced by 
athletic exercise, but usually as related to 
normal individuals. No diseases were defi- 
nitely known to be linked with metabolic 
changes in the muscular tissues, and as a 
result important discoveries in the laboratory 
seemed inapplicable to the doctor’s domain 
of the treatment and investigation of disease. 
With the remarkable advances made in the 
study of metabolic diseases during the past 
few years it has become increasingly evident 
that many of the chief manifestations of 
several important diseases are associated 
with profound disturbances in the muscles, 
and that the clinician can no longer look 
upon the study of muscle chemistry as an 
academic field. The part played by the 
muscles in diabetes mellitus and the rdle of 
insulin in altering their carbohydrate stores; 
the so-called ‘‘myxcedema heart;’’ the almost 
paramount alterations in the metabolism of 
cardiac and skeletal muscle in hyperthyroid- 
ism; the great muscular asthenia of Addison’s 
disease and its cause; the curious phenomena 
of myasthenia gravis; the close relationships 
between phosphorus and calcium balance in 
tetany; a certain group of rare muscular 
dystrophies that are almost certainly the 
result of metabolic changes in the muscles 
—these are but a few of the conditions now 
known to be linked in one way or another to 
the chemical processes in muscle. Above all 
there is the huge and untilled field of in- 
vestigation into the metabolism of the 
human heart in disease and health. The 
great masters have given us our clinical 
knowledge of murmurs and signs and symp- 
toms; the anatomists, an accurate picture of 
the structure of the heart and its vessels, 
nodes and bundles; the pathologists have 
built a firm foundation for our knowledge of 
the gross and microscopic alterations in 
disease; and the electrocardiograph has 
determined for us the mechanism of the 
various irregularities and conduction defects 
—hbut still we do not know the one thing we 
have wanted to know all along; why the heart 
gets tired and why it stops. A knowledge 


OF MUSCLE CHEMISTRY 


of the chemical and metabolic processes in 
muscle is the tool with which the clinician, 
interested in this phase of the subject, must 
equip himself. The foundation of physiology 
and chemistry upon which the clinician 
must base his work has proved, however, to 
be a shifting one and the past few years have 
seen a revolution of extraordinary degree in 
our conceptions of muscle energetics. The 
new point of vantage, upon which there is 
fortunately almost universal agreement, has 
been recently outlined in the reviews of 
Meyerhof,' of Hill,” and of Milroy.’ 

As a result of the brilliant investigations 
of A. V. Hill in London, and of Meyerhof, in 
Berlin-Dahlem and Heidelberg, an almost 
uncontrovertable case had been built up for 
the preeminent réle of carbohydrate in the 
processes of muscular contraction. These 
workers showed that activity in a muscle 
was associated with a disintegration of glyco- 
gen and that this process could occur in the 
complete absence of oxygen. They further 
demonstrated that a certain portion of the 
resulting lactic acid (approximately four- 
fifths) was apparently resynthesized into 
glycogen in the presence of oxygen, and that 
the remaining one-fifth supplied the energy 
for this process by its combustion to carbon 
dioxide and water. This hypothesis became 
known as the “‘ Meyerhof Cycle.’”’ Because of 
the closely-knit web of evidence in support of 
this view there has been a general tendency 
to look upon the problems of muscle chemis- 
try as an open book and to consider the 
riddle solved. This is a bad attitude in any 
science and particularly bad in the biological 
sciences. 


During the past few years a number of 
striking and important papers have appeared 
which have opened up the whole field anew, 
and bid fair to uncover many factors of 
muscle metabolism hitherto unknown. There 
has been nothing to cast doubt upon the work 
of Hill and Meyerhof, but ample to cast 
doubt upon the conclusions drawn therefrom 
and to make a search for new mechanisms 





1.MeyeruHor, Naturwissenschaft, 1931, 46: 923. 
2. Hity, Physiol. Rev., 1932, 12: 56. 
3. Miiroy, Physiol. Rev., 1931, 11: 515. 
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absolutely necessary. In brief, the following 
startling and thought-provoking facts have 
come forth. 

1. A rapid breakdown of phosphagen 

(creatine-phosphoric acid) can be demon- 
strated during the early stages of contraction 
in isolated muscle, followed by a rapid re- 
synthesis of the substance during the recovery 
process.* 
2. It has been shown that adenyl-pyro- 
phosphoric acid is present in muscle, and 
that the ammonia formed during muscular 
activity can be traced, through a series of 
enzymatic reactions, to this substance. 

3. The discovery has been made that 
muscle when poisoned with moniodoacetic 
acid can contract for a considerable period 
of time and release considerable energy, 
despite the fact that no lactic acid is formed.’ 

4. There is some evidence to suggest that 
muscles in which the glycogen has been 
greatly diminished by the previous adminis- 
tration of insulin to the animal are capable 
of producing more work than can be account- 
ed for by their determinable carbohydrate 
supply.’ 

5. It has been shown by means of per- 
fusion experiments with glucose-free per- 
fusates, that (a) the period of survival of 
hearts poor in glycogen is no less than that 
of normal hearts, and (b) the energy pro- 
duced is vastly greater than that available 
from glycogen alone.* Further, chemical 
analyses and measurements of the respira- 
tory quotient together indicate that less than 
one-quarter of the material oxidized by the 
frog’s isolated heart is carbohydrate.? More- 
over, the amount of lactic acid formed in 
heart muscle during caffeine rigor may 





4. Eaateton, Physiol. Rev., 1929, 9: 432. 


. EMBpEN, RIEBELING AND SELTER, Zeitschr. phys. 
Chem., 1928, 179: 149. 


on 


6. LUNDSGAARD, numerous papers in the Biochem. 
Zeitschr., 1930-1932. 

7. OLMSTEAD AND CouLTHaARD, Amer. J. Physiol., 1928, 
84: 610. 

8. Wirtine, Markowitz AND Mann, Amer. J. Physiol., 
1930, 94: 35. 
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. CiarK, GADDIE AND Stewart, J. Physiol., 1930, 70: 
(Proc. June 7, p. 7). 


occasionally be twice as great as could be 
formed from the available glycogen.” 

6. Considerable work, based largely on 
the not easily assessable study of respiratory 
quotients and blood-fat levels after muscular 
work, suggests that fat may be used in the 
later stages of prolonged muscular activity.” 


7. Finally, the past two years have seen 
an important series of papers from Amandus 
Hahn” and his co-workers, and from Case 
and Cook,” upon the hitherto little known 
intermediate substances in muscle chemistry. 
It is now known that pyruvic acid, methyl 
glyoxal, succinic acid, and a number of other 
important intermediaries are present in 
muscle, and that there are special enzyme 
systems to control them. What place they 
take in the chain of events remains to be 
discovered. 

This formidable list of newly discovered 
facts has rudely upset the past conceptions 
of muscle physiology. From the welter the 
foundations of a new structure are com- 
mencing to grow. It now seems established 
that the immediate energy for muscular con- 
traction is derived from the break-down of 
phosphagen and that the phosphagen is, 
during the recovery period, rapidly resyn- 
thesized by virtue of energy supplied by the 
lactic acid set free. What place is taken by 
the other substances in the complex train of 
events is, as yet, a question without answer. 

The prosecution and interpretation of 
these complex problems of chemistry will 
always lie with the chemist, but their applica- 
tion must some day be made to the investiga- 
tion of disease, and there is reason therefore 
for the clinician to have some interest in 
them and an approximate idea of the way 
they may influence the problems of medicine. 


DONALD MCEACHERN. 





10. Hines, Katz anp Lona, Proc. Roy. Soc. Lond., Ser. B. 
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12. HAHN, numerous papers in Zeitschr. f. Biologie, 1929- 
1932. 
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Editorial Comments 


Hospital Prospects for 1933 


The New Year marks an occasion when hos- 
pitals, like all properly directed business houses, 
make a careful study of the balance sheet and 
east an anxious look into the unwritten future, 
in an endeavour to estimate the likely demands 
and the probable receipts for the next twelve 
months, 

On a basis of comparative data for the last 
few years the hospitals appear to be facing a 
very difficult situation. There has been a most 
disconcerting and steady drop in occupancy, the 
figure for 1931 being but 60 per cent, and the 
indications are that the 1932 statistics will be 
considerably lower. An analysis of the data 
reveals that the drop has been mostly in private 
ward patronage, the public ward occupancy not 
only remaining up but in many instances reach- 
ing an unprecedented height. As public ward 
payments and grants almost always fall short 
of the actual cost of caring for such patients, 


the financial outlook is causing considerable | 


concern. As an example, one general hospital 
of 300 beds had over 15,000 more patient-days 
last year than the year before, but the revenue 
dropped just short of $30,000! 

Associated with this drop in revenue has been 
a proportionate increase in the out-patient 
clinics. This non-revenue-producing department 
has shown an enormous development in nearly 
every hospital maintaining such a department, 
particularly in the larger centres. Also the in- 
creasing number of non-resident transients has 
added an additional strain to the hospital re- 
sources. Many trustees and supporters feel that 
the existence of the public hospital under 
voluntary direction is seriously jeopardized, for 
unless hospitals are relieved to a greater extent 
than at present of the financial burden of the 
indigent and the transient many municipalities 
may be compelled to take over their local hos- 
pitals and their accumulated deficits and other 
indebtedness to keep them open for the sick 
publie. 

The medical staffs have had their public ward 
and out-patient responsibilities greatly increased 
during the past year and the prospects are that 
this non-remunerative work will be at least as 
heavy this year. Coming as it does in addition 
to the charity calls demanded of the doctor in 
his outside practice, there is a growing feeling 
among the members of the profession that the 
milk of human kindness has been strained alto- 
gether toomuch. The profession has made 
formal protest in Great Britain, and it is to be 
hoped that the provisions being made by many 
of our municipalities to pay in part at least for 


medical services to relief cases will be extended 
to include medical care in hospitals as well. 
However, despite the financial prospects, the 
hospitals are carrying on most creditably. The 
sick public must be served and the hospitals 
must remain open. Food and other costs are 
down and the hospitals are endeavouring to 
operate with a reduced staff. Perhaps public 
sympathy for, and interest in the worthy work 
of, hospitals were never so high as they are at 
present. Women’s auxiliaries are more active 
to-day than they have been since the War. 
Under the economic stress hospitals are con- 
centrating on making every dollar do the work 
of two, and equipment is not being purchased 
that cannot pay huge dividends in service. For- 
tunately, our provincial and federal govern- 
ments have realized the justice of the legislative 
requests of the hospitals and the assistance and 
concessions thus obtained have enabled our hos- 
pitals to weather the storm better than many 
of the institutions to the south of us. A few 
institutions may have to close; others may be 
taken over by their municipalities to prevent 
such contingency; and many may be forced 
deeper into overdrafts and mortgages; but the 
slogan will remain ‘‘Service as Usual’’ and the 
doors will never be closed. HARVEY AGNEW 





First-Aid and the Medical Profession 


The suecess of the St. John Ambulance Asso- 
ciation in spreading a knowledge of First-Aid 
throughout our country, so that every man, 
woman and child who wishes to do so may be- 
come a ‘‘First-Aider’’, depends primarily on 
the co-operation and active support of the medi- 
eal profession. Our front line of teachers are 
the medical practitioners, and it is only when 
their services are not available that we fall back 
on the second line, the line of lay instructors. 
Many of these instructors are good and en- 
thusiastic teachers, and their splendid services 
in promoting the cause are well known, yet it 
can well be understood that no one can hold 
the interest of a class like a doctor whose heart 
is in the work. Our ideal of a class is one 
taught by a doctor who has carefully studied 
and absorbed the principles and methods laid 
down in our text-book, assisted by one or more 
qualified First-Aiders as demonstrators. The 
doctor gives the lecture covering the work for 
the evening, with such personal demonstrations 
as he may consider necessary, and then the 
demonstrators carry on for the rest of the two- 
hour period, practising the class in such work 
as the application of splints, bandaging, the 
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carriage of wounded, and so forth. But for 
the lecture and the questions that arise there- 
from no one ean satisfy a class like a doctor, to 
whose profession we have been accustomed all 
our lives to turn for relief and advice when sick 
or injured. 

One can readily arrange for a class anywhere, 
for the procedure is very simple. Some one in 
a neighbourhood becomes interested in First- 
Aid; or it may be that some local accident has 
drawn attention to the need of this knowledge 
and several people are anxious to learn. A 
group is formed, a class secretary elected, and 
a letter sent to the local centre—or if there is 
none, then to the Provincial Council of the 
Association to which the locality belongs—stat- 
ing the fact, and giving a list of names. So 
far so good; but what about a teacher? Here 
is where the democratic spirit underlying the 
organization of our classes comes in. The group 
may obtain their own teacher by inviting a 
local medical practitioner to be their lecturer, 
and forwarding his name along with their list 
of members for the coneurrence of the Local 
Centre. The books and bandages arrive in due 
course, and the preliminaries are completed for 
the six or more weekly two-hour lectures and 
demonstrations, as called for in the Syllabus. 
When the class is ready for examination, a 
medical man, other than the lecturer, is ap- 
pointed to conduct the same, and certificates 
are issued to those who pass the tests. It is a 
ease of self-help all round. The doctor in 
accepting the onerous duty entailed by teaching 
is certainly not repaid by the authorized fee of 
$30.00, paid him by the class; his real reward 
comes in other ways. In teaching the class he 
is helping the members, so that they in times 
of emergency may help others and. possibly 
stand between life and death until skilled miedi- 
eal assistance arrives, for that is the whole 
purpose of First-Aid. When the doctor arrives 
the First-Aider fades out of the picture,—his 
time is over; but his presence and guidance 
during that period may not only save life, -but 
may prevent simple injuries becoming aggravat- 
ed by ignorant handling. From that point alone 
First-Aid helps the doctor in his work. It is 
teamwork in service to man. Any doctor who 
is acquainted with the aims of our Association 
will not lightly refuse the invitation of a class; 
but unfortunately there are many yet who know 
little or nothing of our work. It is to 'these that 
we wish especially to appeal. As for classes 
among the poor,—and who knows them better 
than the doctor — provision is made by our 
Association for voluntary gratuitous services, 
by the issue of an Honorary Life Membership 
to all doctors who give four or more gratuitous 
courses of lectures. It is an official and honour- 
able mark of recognition for services freely 
given in helping others to prepare themselves 
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so as not to be found wanting in the hour of 
need. ; 

But it must always be remembered that First- 
Aid is essentially a voluntary subject. The 
members of a class must all be anxious and 
willing to learn, for they have to give up 
not only the weekly evening in the class, but 
some of the intervening evenings at home to 
study their text-book and practise what they 
have been taught. Also for the doctor newly 
starting at the work it means careful prepara- 
tion so as to familiarize himself with the text- 
book, in order that he may keep his instruction 
within its limits and teach only the methods 
laid down therein. These methods have been 
carefully selected from the many available, as 
the simplest and most efficient for use in First- 
Aid, and it is of the utmost importance for our 
teachers to adhere to them strictly. They can 
only do so by initial study and application them- 
selves. 

A policy of uniformity of instruction is 
essential. Certificates depend on examination, 
and the examination is carried out by a doctor 
who has not lectured to the class. He examines 
on the text-book; and a class that has not been 
well grounded therein has not been given a fair 
chance. So in the interests of fair play, initial 
study and careful adherence to the text-book is 
required of every doctor undertaking a class. 
The same applies even more strongly to any 
practitioner accepting an appointment as ex- 
aminer. In fact the only way: for a medical 
man to become an efficient First-Aid examiner 
is to start by becoming a good First-Aid teacher. 
May we have many of them, for the needs 
throughout our wide-spread country are still 
very great. (Contributed by Col. Lorne Drum, 
C.B.E., M.D., Director General, Canadian 
Branch, St: John Ambulance Association). 

The above appeal is commended to the sympathetic 
attention of our readers, for First-Aid is a matter of 
importance to the whole community and the medical 


men of Canada can do much to further the interest 
in it if they will—Ebrror. 





Babinski ° 


Joseph Francois Felix‘ Babinski, the distin- 
guished neurologist; died‘on October 29, 1932, in 
his seventy-fifth year, after having been in frail 
health for many years. His name is, of course, 
associated in the minds of medical men and 
students everywhere with Babinski’s sign. 
This particular reflex had previously been ob- 
served by Vulpian, but its correlation with 
disease of the central nervous system was first 
carefully worked out by Babinski. But his 
reputation, which became international, was 
based on much more than his study of the sign 
associated with his name. His contributions to 
clinical medicine, anatomy, and pathology were 
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numerous and distinguished. He may truly be 
regarded as one of the founders of modern 
neurology. A pupil of Charcot, he carried on 
to a large extent the tradition of that famous 
master, and, like him, became head of a re- 
nowned department for nervous diseases at the 
Salpétriére, to which he was appointed in 1885. 
His studies of hysteria led him to coin a new 
word, ‘‘pithiatism,’’ by which he designated a 
psychie condition in which the mind was sus- 
ceptible to persuasion. Other conditions which 
his investigations did much to clarify were, the 
pupillary reflexes in the early stages of neuro- 
syphilis, vertigo of aural origin, cerebellar 
lesions, and aortic aneurysm. Babinski has left 
a permanent record in the annals of our pro- 
fession. An appreciation of his life and work 


was written some years ago by Doctor Thewlis.’ 
A.G.N. 





The A. S. Monro Bequest to the University 
of British Columbia 

Those who knew well our immediate Past- 
President, the late Dr. A. S. Monro, of Van- 
couver, know also of his generous heart and 
wide sympathy, and that his interest in the 
welfare of his profession was of the keenest. 
It will not surprise them, therefore, to learn 
that Doctor Monro by the térms of his will left 
a substantial bequest to the University of 
British Columbia, for the purpose of furthering 
medical research. The value of the bequest at 
the present time is about $80,000, and it will 


1. Thewlis, M. W., Joseph Babinski, New York Med. J., 
1922, 115: 295. 


Special 
MEDICAL EDUCATION 


By A. Primrose, C.B., M.B., C.M., 
F.R.C.S., LL.D., 


Toronto 


There are many problems regarding educa- 
tion in medicine that require iivestigation. 
Those who are engaged in teaching in our 
various universities recognize the importance of 
ever maintaining a close scrutiny of our methods 
of instruction, with the object of modifying if 
need be existing conditions to meet the demands 
of modern professional life. So, too, our gradu- 
ates are keenly interested in the subject. Their 
views are important because, as the final pro- 
ducts of our educational system, they are in a 
favourable position to assess the value of the 
methods employed to fit them for their life’s 
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doubtless appreciate in the future. The amount 
becomes available on the decease of all the 
beneficiaries under the will. Under the terms 
of the will a Committee is to be formed, con- 
sisting of one member nominated by the Board 
of Governors of the University of British 
Columbia, one by the Council of the College of 
Physicians and Surgeons of British Columbia, 
and one by the Vancouver Medical Association, 
which committee is to designate the nature of 
the research to be undertaken and the person 
or persons who shall carry it on. It was the 
wish of the donor that any medical research 
carried out under this Trust should be done in 
a thorough manner and in conformity with pre- 
vailing standards in order to obtain the best 
results, and, accordingly, the committee is 
empowered to decide when the income from 
the Trust is adequate for the purpose intended, 
and they may, therefore, postpone action until 
such adequate income is available. If and when 
the University of British Columbia sets up a 
competent financial organization to administer 
endowments and trust funds the executors and 
trustees may in their discretion transfer their 

trust to the University of British Columbia. 
We understand that this is the first endow- 
ment fund ever bequeathed to the University 
of British Columbia. We hope it is the fore- 
runner of many more. The purpose of this 
truly splendid bequest is one that will appeal 
to the medical profession all over Canada. The 
creation of the Trust lay close to the heart of 
Doctor Monro, and for its realization he made 

many personal sacrifices. All honour to him. 
A.G.N. 


Articles 


work. Occasionally the graduate indulges in 
what we might eall destructive criticism, that, 
while it may be of great value, is not as helpful 
as might be the case were the remedy suggested 
for existing or hypothetical evils. In the last 
analysis the teaching staff of the medical school 
must assume all responsibility for framing the 
curriculum of study, having regard always to 
the duty of providing efficient training for 
persons undertaking specific duties in life. 
There are two great classes of graduates— 
the general practitioner and the specialist. In 
recent years the latter have steadily increased 
in number and our schools are called upon to 
provide adequate training for them. With the 
gradual increase in specialism the requirements 
for effective training in a speciality have become 
more and more complex and exacting. AS a 
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result of this we find that medical schools are 
compelled to relegate the greater part of special 
training to post-graduate instruction, On the 
other hand, the specialist will find it essential 
to acquire a ground-work that can only be 
secured during the undergraduate course of a 
first-class medical school. 


THE GENERAL PRACTITIONER 


It is a noteworthy fact that during periods 
of economic depression there is a tendency to 
overcrowd the professions. Men and women in 
ever increasing numbers enter the university for 
professional training. This is notably true of 
medicine, and, as a result, the field for practice 
is overcrowded. The situation is not peculiar 
to Canada; it is true of other countries. In the 
United States, for instance, the number of 
medical graduates during the last ten years has 
steadily increased. Now it exceeds by 50 per 
cent the average normal loss to the profession 
through death. In a recent paper written by 
Hamel, Jadassohn, Prausnitz and Taute refer- 
ence is made to ‘‘the enormous increase in the 
number of medical practitioners in Germany.”’ 
Roussy refers to similar conditions in France, 
and gives statistics for many European 
countries, from which the following is extracted. 


In England there is one doctor for 822 of the population. 
In France there is one doctor for 1,509 of the population. 
In Germany there is one doctor for 1,344 of the population. 
These circumstances provide a strong argument 
for the limitation of the number of students 
entering medicine in our universities. Other 
arguments are valid. Unquestionably medical 
education would benefit were the number of 
students restricted. Both in the laboratories 
and in the clinics the smaller the class the better 
the opportunity for efficient training. More- 
over, the head of each department, who in the 
last analysis must assume entire responsibility 
for teaching, is able to assess the accomplish- 
ment of individual students in a manner that is 
quite impossible where overcrowding exists. 
Some of our Canadian schools have already 
succeeded in limiting the number of entering 
students, but not all. It may be said that all 
faculties of medicine are striving for this, but 
difficulties exist in some institutions that in the 
meantime prevent this ideal accomplishment. 


Medical education in the form prescribed for 
the student to-day is best understood if we 
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survey the historical facts that led up to the 
present concept of the essential features of the 
course of study. Prior to the sixteenth century 
the teaching of medicine was founded on ac- 
curacy of observation and advances were only 
made through new discovery by that means. 
Faulty observation led to disaster, while, if the 
observation were accurate, progress was the 
result. Such were the methods of Hippocrates 
(300 B.C.), Galen (130-210 A.D.), and many 
others among the ‘‘ancients’’. These men were 
no doubt largely influenced by Aristotle (384- 
322 B.C.), the outstanding scientist of his day, 
whose colossal achievement in a wide range of 
biological studies was accomplished by accurate 
observation. His influence has persisted through- 
out the ages. The teaching of medicine consisted 
therefore in training the faculty of observation 
and the treatment of disease was naturally 
based on empiricism. The authority of the 
ancients was held in superstitious awe. Even 
in the sixteenth century, when Vesalius chal- 
lenged the accuracy of Galen’s teaching he was 
subjected to fierce persecution. 

A second epoch in medical progress was 
ushered in by Harvey (1578-1657), who added 
experiment to observation. John Hunter, Jen- 
ner, Morgagni, Bichat, Laénnec, Charles Bell, 
Magendie, Johannes Mueller, Claude Bernard, 
Virchow and many others continued to make 
advances by methods in which accuracy of ob- 
servation was founded on experimental research. 

A third period was inaugurated when dis- 
coveries in abstract science were utilized to 
elucidate the problems of disease. Innumerable 
examples of this might be given. Perhaps the 
outstanding one is found in the work of Lister. 
He recognized the significance of Pasteur’s 
studies in fermentation and putrefaction and 
applied the knowledge he thus gained from 
that famous chemist and biologist to the pre- 
vention of suppuration in wounds. 


The evolution of this third epoch in medical 
progress is mainly responsible for the difficulties 
that confront us in framing a medical curri- 
culum to-day. The application of modern 
science to medicine has placed an enormous 
burden on the students of medicine—a necessary 
burden if kept within legitimate limits. The 
length of the curriculum of study is increased, 
both in the study of the so-called preliminary 
science subjects and in the clinical years. The 
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student is required on the one hand to master 
the preliminary sciences and on the other to 
apply this knowledge at the bedside. 


THE PRELIMINARY SCIENCES 


Physics, chemistry and biology are properly 
regarded as essential for training in medicine. 
An intensive training in all of these subjects 
would be of great value to a medical practi- 
tioner, because the principles ineuleated by such 
studies are of daily application in the work of 
the physician or surgeon. ‘Unfortunately there 
is no time for an intensive and prolonged 
course. At this stage the student is entering 
upon a lengthy curriculum of study, embracing 
many subjects. Obviously there must be some 
compromise. The attainment of the ideal -is 
impossible. Some critics would have us.teach 
these subjects wholly from the standpoint of 
their application to medicine. The specific re- 
quirements of the General Medical Council of 
Great Britain regarding chemistry, physics and 
biology provide merely for ‘‘instruction.in these 
subjects in their application to medicine.’’ This 
to my mind is not only impossible but wholly 
undesirable. The subjects should be taught. as 


pure science; the application to medicine, comes, 


later. It leads to hopeless confusion if the 
student is required at this stage to apply his 
knowledge of science.to clinical problems, .of 


which he is ignorant. What then, is,the solution? 
In my opinion the problem should be squarely 


faced with due recognition of the object to 
be attained by training in these preliminary 
sciences. Surely the object is to permit the 
students to solve at the bedside individual prob- 
lems that ‘require the application. of the. prin- 
ciples of physics, chemistry or. biology. If that 
be so then the training in these subjects should 
be restricted to whatever is necessary to attain 
its object. To expand the course further would 
no doubt result in valuable education for the 
man in medicine, but in the present crowded 
state of the curriculum of study it is impossible 
to permit it, no matter how desirable it might 
be. Billroth, writing fifty years ago on ‘‘The 
Medical Sciences in the German Universities,’’ 
recognized the difficulties we are discussing 
when he said, ‘‘ Although I am certain, there- 
fore, that the study of medicine must begin 
with an exhaustive training in the natural 
sciences, there still remains the important 


question, how far this study is to be extended 
and how much time it may fairly demand, with- 
out postponing too far the attainment of the 
ultimate goal, namely, a medical education.’’ 


THE Basa MEDICAL SCIENCES 


When we come to consider biochemistry, 
pharmacology, anatomy, and physiology, the 
problem is somewhat different because here we 
have a group of subjects which are more close- 
ly related to practical medicine. In pursuing 
a course of study in each of these subjects a 
preliminary training in physics, chemistry and 
biology is essential. Nevertheless, there is a 
considerable amount of criticism to be met in 
connection with these subjects also. Thus we 
find in a recent series of articles published in 
The Lancet, the subject of physiology as taught 
in certain of the universities and schools of 
Great Britain is singled out for special attack. 
It is alleged that the course at present is too 
cumbersome and too extensive. 

Physiology permeates the entire environment 
of the medical practitioner’s activities. Not a 
single patient comes under his purview that 
does not present problems more or less complex 
in physiology. In spite of this urge for a course 
of the most comprehensive character, it will be 
admitted by all concerned that it is impossible 
to cover the entire subject in an undergraduate 
course consisting of didactie lectures and ex- 
perimental laboratory work. The problem can 
only be.solved by the head of the department 
who must be held responsible for utilizing the 
time allotted to him in the time-table to 
the greatest advantage, having as his objective 
the selection of such themes from the vast 
domain of physiological lore as will be of the 
greatest value to the practitioner of medicine. 
While the head of the department is the 
ultimate. referee in framing the curriculum of 
study, he will no doubt consult his staff, but 
he should also seek the cooperation of the 
clinical staff, more particularly in the depart- 
ment of medicine, in reaching his decisions. 
We. are told that in Cambridge University, by 
some such cooperation as we have suggested, 
an attempt is being made at present to formu- 
late a constructive policy in the teaching of 
physiology. What we have said regarding 
physiology applies to the other subjects of the 
curriculum enumerated above. _We may apply 
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the same methods of selection for the inclusion 
of essential materials for study and the ex- 
clusion of the non-essential. 

The subject of anatomy demands special con- 
sideration. Before the days of anesthesia the 
surgeon was required to work with great 
rapidity and dexterity to release the patient as 
quickly as possible from pain. To accomplish 
this he of necessity had to know his anatomy 
with great thoroughness. But his field was 
very restricted ; the abdomen was never opened 
by the surgeon in those days. Since the intro- 
duction of anesthesia he can proceed with 
greater deliberation. Further, Lister’s work in 
antisepsis, followed by asepsis, has opened up a 
vast field for surgical endeavour. Hence the 
surgeon more than ever before is required to 
have a detailed and accurate knowledge of 
every region of the human body. The advances 
in medicine are no less exacting in this regard. 

What then are the requirements in anatomy? 
The course must be comprehensive ; it must in- 
clude the entire human body. Here the student 
receives intensive training in observation while 
experimental methods are in abeyance. The 
dissecting room is his laboratory. .;His work 
must be thorough, painstaking and aecurate. 
Here; as in other departments, the method of 
teaching the subject must be left to the in- 
dividual teacher. There: is no stereotyped 
manner of presentation in the lecture or in. the 
dissecting; room. .sfhe -methods of. individual 
tedehers may differ widely and yet each may 
excel in* successful presentation. There is no 
subject in which the.individuality and resource- 
fulness of the teacher is: more;-apparent in 
effective accomplishment, ..The;subjeet should 
be made to excite the interest and. enthusiasm 
of the student. There is: no,.excuse for a 
course in anatomy being as ‘‘dry as dust.’’ 
Anatomy is a subject in which a student should 
not only know the details of anatomical struc- 
ture; he should likewise understand the raison 
d’etre of that structure. This can only be ac- 
complished by constantly interpreting gross 
anatomy in terms of histology, embryology and 
comparative anatomy. By thus presenting a 
composite picture the subject is made to live; it 
becomes one of engrossing interest to the 
student:; he obtains a comprehensive grasp of 
it which greatly assists him in retaining a 
knowledge of detail. 


The question is often discussed whether or 
not clinical instruction should be given to a 
limited extent for students of physiology and 
anatomy. In France the student attends the 
hospital clinies in his first and subsequent 
years. This system has not received favour in 
other places. Roussy, in a recent paper on 
medical education in France, informs us that 
the advisability of continuing a compulsory 
and regular period of training in the hospitals 
for the first year student is being questioned. 
It has been suggested that a limited amount of 
time, say an hour each week throughout the 
session, might be reserved to illustrate the 
application of physiology and anatomy to 
clinical problems by the exhibition of patients. 
Such a scheme has been put in operation in 
certain of our Canadian universities. It may 
serve to increase the interest of the student in 
his ¢ourse of study in these subjects. 


THE CLINICAL YEARS 


The student when he enters the years of 
clinical instruction has’already laid a founda- 
tion consisting of a knowledge of the function 
and structure of the normal human body and 
of the biological, physical and chemieal laws 
that control its activities. Henceforth héis«to 
study the abnormal, the diseased individual,uin 
the wards and out-patient department of the 
hospital. His tuition will. include ‘obstetries 
and gynecology, psychiatry and therapeutics in: 
addition: to: medicine . (including pediatrics), 
surgery and the specialties. His course in the 
clinic will proceed: -pari-passu with studies in 
pathology and bacteriology, including surgical 
pathology, neuro-pathology and pathological 
chemistry. He will also be required to acquire 
a knowledge of hygiene, preventive medicine, 
public health and radiology. In most schools 
a short course in the history of medicine is 
recognized as of great value. Medical juris- 
prudence is also taught at this stage of his 
course. It is a full program that confronts the 
student in these final years. It is also an at- 
tractive program, establishing a natural con- 
tinuity with his studies in science of the 
primary years. He will apply the knowledge 
he has already acquired to the elucidation of 
the problems of disease. 

Here we at once are confronted with a prob- 
lem that has been subjected to much discussion 
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—the difficulty of applying scientific knowledge 
in the diagnosis and treatment of disease. Take 
for consideration two subjects of preliminary 
training, anatomy and physiology. Applied 
anatomy must be taught mainly in the depart- 
ment of surgery in all three years of clinical 
instruction. Preferably special courses in this 
subject should be provided in each clinical year. 
Applied physiology, similarly, should be mainly 
taught in the department of medicine. An 
attempt has been made in certain of our Can- 
adian universities to meet requirements by ap- 
pointing in the department of medicine certain 
clinicians, one trained specially in physiology, 
another as a biochemist, and so forth. The 
object is to emphasize and promote the applica- 
tion of these sciences to practical medicine. The 
clinical teachers are without exception men 
engaged in active practice. 

British schools of medicine enjoy the tradi- 
tion that clinical instruction is founded by them 
on methods second to none in the world for the 
practical training of the student. Our Can- 
adian schools have followed this tradition faith- 
fully. The introduction of the procedures of 
the scientific laboratory in the clinic has given 
rise to anxiety on the part of some lest this 
should result in the sacrifice of intensive train- 
ing in the direct examination of the patient 
exclusive of laboratory methods. The fear was 
that diagnosis would become too mechanical 
and less dependent upon history-taking, auscul- 
tation, percussion, and the careful and pain- 
staking use of the faculty of direct observation. 
The situation demands careful thought. We 
cannot deny the demand that the discoveries of 
abstract science, in as far as they are applicable 
to the study and treatment of disease, must be 
given full recognition and brought into practice 
in our teaching. Here no doubt a proper balance 
must be preserved, without sacrificing anything 
essential. The criticism referred to above was 
of positive value because it put the clinician on 
his guard, impelling him to make certain that 
bedside observation was not neglected. The 
result is that to-day in our Canadian universities 
more time is spent and more thorough training 
is. provided at the bedside in non-laboratory 
methods than ever before. At the same time, 


the essential value of laboratory investigation 
in the diagnosis and treatment of disease is fully 
recognized. _W»* agree with Sir George Newman 


who says,— ‘‘Instruments of precision, appara- 
tus and the laboratory should be supplementary 
to the use of his (the student’s) own eyes and 
ears and hands in elucidating the truth of the 
patient’s condition.”’ 

The time taken in clinical instruction of neces- 
sity has been greatly lengthened in recent 
years. This is due to two factors; first, the more 
thorough training that is now provided for the 
student in physical diagnosis at the bedside, 
and, secondly, the application of laboratory 
studies to the diagnosis and treatment of dis- 
ease. The length of the course may be regret- 
table but it is absolutely necessary in modern 
medical education. 


Preventive medicine becomes of essential and 
increasing interest. In public health work the 
discoveries of modern science have supplied 
weapons for the fight against disease in its pre- 
vention that are of the utmost importance and 
effectiveness. ‘‘Curative medicine and remedial 
surgery must have priority, but the ultimate 
goal is prevention,’? (Newman). Speaking on 
medical education in France, Roussy also urges 
the supreme necessity for adequate instruction 
in this phase of medical activity. 

In surveying the entire program as set forth 
in the medical curriculum and in attempting to 
criticize the course, having in view the ultimate 
goal of such undergraduate studies, one would 
suggest that there should be a greater degree 
of cooperation than at present exists. Co- 
operation should be evident among all the 
teachers of the course from the first to the final 
years. If non-essential features exist in any 
part of the curriculum of study they should be 
eliminated. The faculty as a whole should 
frankly examine and discuss the work of each 
department. By some such means each depart- 
mental head will be enable to obtain a compre- 
hensive view of the ideals to be secured in 
medical education, with a more intelligent 
grasp of the requirements necessary to obtain 


" efficiency as the ultimate goal is reached. 


Interdepartmental cooperation is of prime 
importance. In the final years, for example, 
this is so obvious that it need hardly be stated. 
The departments of medicine and pathology 
are closely linked together. The student con- 
firms the truth of his. decisions in the diagnosis 
of disease by the findings in the autopsy 
theatre. Pathology must be recognized and 
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taught at the bedside, and the pathologist can- 
not, in turn, overlook the clinical evidence in 
interpreting his specific problems. Similarly, 
the surgeon is dependent upon the surgical 
pathologist to demonstrate morbid tissues that 
come from the operating room as well as the 
conditions found in those cases that come to 
autopsy. This theme need not be stressed 
further. The necessity for better cooperation 
in all departments is urged by recent writers on 
this subject. It is the remedy for most actual or 
_ hypothetical evils in medical education to-day. 


EXAMINATIONS 


Examinations are a necessary evil. That fact 
is fully recognized by all engaged in medical 
education. Osler stigmatized them as ‘‘stum- 
bling-blocks and rocks of offence.’? Newman 
comments as follows: ‘‘So heavy has the 
student’s burden become that he is driven to 
standardize his effort, in degree and kind, by 
the prescription of the examining body—not 
the love of learning, not what he requires for 
life, not even his technical skill and experience, 
but what will answer the question on the day 
of examination becomes all too often the 
student’s ecriterion.’”? He suggests that the 
student should not be judged solely on his 
ability to pass an examination, but on the 
diligence and capacity which he has shown in 
acquiring knowledge throughout the curricu- 
lum of study and prior to being examined. The 
specific remedy to counteract the pernicious 
effect of examinations is difficult to find. The 
most hopeful circumstance is that the evil is 
universally recognized and the ideal solution 
of the problem is earnestly sought. 


THE Fina. Propuct 


The course in medicine qualifies a man to. 


engage in general practice. His first experience 
however of assuming responsibility for the 
treatment of the patient should be as resident 
in a hospital. It.is a vicarious responsibility. 
He always has his chief in the offing to whom 
he can refer, and with whom he can discuss 
his difficulties. The hospital must be properly 
staffed and must provide an adequate amount 
of clinical material. Practically all graduates 
in medicine in our Canadian universities regard 
this hospital year as essential. The advantage 
and necessity of it are so evident that it be- 


comes to the graduate a self-imposed task, in 
spite of the fact that it is not made obligatory 
by our licensing bodies. 

The graduate may engage in general practice. 
There are many other activities open to him 
including laboratory work, the public health 
services, or the practice of a specialty. Each 
of these demands post-graduate training. I 
wish to stress the relationship of medical 
education to research. There are two aspects 
of this relationship. In the first place the 
undergraduate course gives the necessary 
foundation for the individual who is to engage 
in medical research. Equally important, how- 
ever, is the training of the practitioner in such 
fashion that he is competent to assess the value 
of discoveries in research and to apply these 
discoveries in the treatment of disease. His 
receptive faculties in that regard are developed 
by the undergraduate training that is common 
to those who are to become research workers 
and to those who are to engage in practice. 
This accomplishment is one of the great boons 
of medical education to-day. I may illustrate my 
point by referring again to the work of Lister. 
He was specially trained in biology, chemistry 
and physiology. None of his fellow prac- 
titioners enjoyed similar advantages. Con- 
sequently they were unable to assess the value 
of his discoveries. Lister talked in a language 
unknown to them. The result was that the 
acceptance of the principles of antisepsis in 
surgery was postponed for well-nigh a quarter 
of a century before they were universally 
recognized as constituting the greatest bless- 
ing of the age to humanity. Modern medical 
education, on the other hand, permits the 
graduate to recognize without delay the value 
of such discoveries and to apply them in prac- 
tice. The discovery of insulin may be cited as 
an example. No sooner was that discovery 
announced than its value was recognized by the 


practitioner. His training permitted him to 


do so. As a result insulin was employed with- 
out any delay in the relief of human-suffering. 
It took 25 years to convince the profession of 
the validity of Lister’s discovery; in as many 
weeks insulin was accepted and utilized by the 
modern practitioner. 

We have restricted ourselves to a considera- 
tion of the undergraduate course in medicine. 
The writer has elsewhere published a paper 
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dealing with the requirements necessary for 
the training of a specialist. Space will not 
permit us to discuss the important subject of 
the preliminary education necessary for the 
student entering upon medical studies in 
the university. 

The undergraduate course in medicine is long 
and arduous. Of recent years the demand for 
senior matriculation has added a year to pre- 
liminary training. After graduation a year as 
resident in a general hospital further prolongs 
the period of preparation for practice. The 
course is very exacting. Wilbur, in his whimisi- 
eal fashion, has described it as ‘‘diabolical but 
somewhat necessary.’’ There is no hope of 
shortening the course. The application of 
modern science to medicine demands the present 
lengthy curriculum of study. Nevertheless, all 
will agree that the course may be improved. 
We have. indicated certain problems requiring 
consideration. in this paper. In the main these 
problems resolve themselves into securing a 
better balance between the matter taught and 
the necessary requirements for attaining the 
ultimate goal. In the science departments par- 
ticularly this feature demands careful consider- 
ation. Finally, we would urge the necessity 
for more effective cooperation throughout the 
entire -course.. We would hope that by some 
such means the curriculum could be remodelled, 
with -the result--that it might be less crowded 
with time-table requirements, permitting the 
student more leisure to think for himself. Some 
method should also: be devised to relieve him 
frem' the thraidom:‘ of ‘the present examination 
system. - , yTacaTyeeer res 
+The graduate in medicine has learned methods 
of‘ study: and investigation that he will continue 
to- employ throughout ‘his - professional life. 
‘<The ‘hardest conviction ‘to get into the mind 
of the beginher’is-that the education upon which 


be st 


he is engaged is not a college course, not a 
medical course, but a life course, ending only 
with death, for which the work of a few years 
under teachers is only a preparation.’’ (Osler). 
Finally, one would emphasize the fact that the 
course in medicine in our Canadian universities 
to-day provides a cultural, scientific and tech- 
nical training second to none. The student on 
graduation is an educated man, capable of as- 
suming responsibilities of the highest order in 
the relief of human suffering in the community. 
It is a remarkable fact that Welch, more than 
forty years ago, in addressing a graduating 
class at Johns Hopkins University, expressed 
sentiments that are peculiarly appropriate in 
their application to the graduates in medicine 
from our Canadian universities to-day. He 
said,— ‘‘Such a‘training as you have received 
should enable you to derive satisfaction of a 
high order-‘in' the ‘pursuit of your profession, 
a satisfaction not :to be obtained from the prac- 
tice merely of' a trade and means of subsistence. 
The scientific ‘physician of to-day finds intellec- 
tural pleasures, as never before, in the study of 
the stience and the practice of the art of medi- 
cine, and this scientific interest is dignified and 
enhanced by the power, ever increasing, of 
doing good to others through the relief of pain 
and suffering.’’ 
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‘As agriculture promises food to the healthy, so 
medicine. promises health to the sick. There ‘is no 
place in the world where this art is not found, for 
even the most barbarous nations are acquainted with 
herbs and other easy remedies for wounds and dis- 
eases.’ ’—Celsus. 





‘*A surgeon ought to be young, or, at any rate, 
not very old. His hand should be firm and steady, 


and never shake; he should be able to use his left 
hand with as much dexterity as his right; his eye- 
sight should be acute and clear; his mind intrepid, 
and so far subject to pity as to make him desirous of 
the recovery of his patient, but not so far as to suffer 
himself to be moved by his cries; he should neither 
hurry the operation more than the case requires, nor 
cut less than is necessary, but do everything just as: 
if the other’s screams made no impression on him,’’— 
Celsus. 
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DR. JOHN RAE, ARCTIC EXPLORER, 
AND HIS SEARCH FOR FRANKLIN* 


By Ross MircHeti, M.D. 
Winnipeg 


If to be born of good parents, to be gifted by 
nature with a sound body and a keen mind, to 
engage in explorations which add to the sum of 
the world’s knowledge, to solve, in part at least, 
the greatest of Arctic mysteries, to assist in 
opening up a vast new country, and to retain 
mental facilities unimpaired up to four score 
years—if this is to be happy—then, surely, Dr. 
John Rae achieved happiness. He was born on 
September 30th, 1813, the son of John Rae, of Hall 
of Clostrain, near Stromness, and inherited that 
spirit of adventure, of fearlessness, and of im- 
agination that characterizes the Orkney men 
with their strain of viking blood. At the early 
age of sixteen he proceeded to Edinburgh to 
study medicine and had fully qualified at the age 
of twenty. Immediately after graduation he 
entered the service of the Hudson’s Bay Com- 
pany, as was almost inevitable in those days for 
an Orkney man, and proceeded to Moose Factory 
by the Company’s ship ‘Prince of Wales.” 
After being employed as clerk and surgeon at the 
latter place between 1834 and 1844, he was 
appointed to the charge of Rupert’s River 
District. In addition to carrying on his business 
as a trader he kept up his scientific studies. 
A letter dated April 17th, 1837, gives an account 
of experiments at Moose Factory in raising a 
balloon, called the ‘‘Sunflyer,” by means of 
solar heat. 

His reputation as a leader of men, his hardi- 
hood and his scientific attainments were factors, 
no doubt, that induced the Council of the 
Northern Department of Rupert’s Land, held 
at the Red River Settlement on June 7th, 1845, 
to resolve: 


‘‘That a Boat Expedition be fitted out from 
Churchill for the purpose of tracing and exploring the 
Coast from the Straits of Fury and Hecla to Dease and 
Simpson’s farthest, the expedition to consist of 2 boats 
and 12 men, besides Dr. Rae, who is appointed to the 
Command, with an outfit of provisions, goods, &c., and 
that Chief Factors Christie, Ross and Hargrave be 
instructed to take the necessary steps to engage men 
and make other arrangements connected with that object 
in view.’’ 


On June 9th, 1846, a further resolution was 
passed by the Council at Red River Settlement, 
to a similar effect. 

What were the reasons that induced a com- 
mercial company to enter upon the costly, 





* Read before the Section of Historical Medicine, 
Canadian Medical Association, Toronto, June 23, 1932. 


arduous and hazardous task of Arctic exploration? 
Briefly they were, first, the hope of finding the 
North West Passage, and, secondly, the strength- 
ening of the Company’s position with the British 
Government when its license to trade should 
expire, as it was shortly to do. 


THe NortH-WEstT PASSAGE 


From the time that Henry Hudson discovered 
that mighty bay which bears his name, the idea 
of the North-west Passage, the water route which 
led to the golden Orient, had gripped men’s 
minds. Explorer after explorer, expedition after 
expedition, had sought for the elusive passage, 
only to be baffled and turned back by ice, fog, 
scurvy and piercing cold. Particularly intense 
was. the search for this passage in the third and 
fourth decades of the nineteenth century. Up 
to this time Baffin, Bylot and Luke Fox had pene- 
trated into Arctic waters from the east; Behring 
and Cook had passed through Behring Strait 
from the west; Samuel Hearne, of the Hudson’s 
Bay Company, starting from Churchill overland, 
had reached the Coppermine River (1770-1772) 
and descended it to the Arctic Ocean; and in 
1789 Alexander MacKenzie, of the Northwest 
Company, had discovered the mighty river which 
bears his name and followed it to its mouth. In 
the search for the long sought-for channel to the 
Pacific two routes were followed, one, by sea 
from the east, and the other overland down the 
MacKenzie or Coppermine rivers. Lieutenant 
William Edward Parry with his expeditions of 
1820 and 1824 in the Fury and Hecla, Captain 
John Ross, and his nephew, Commander James 
C. Ross in the Victory (1829-1833) by water, and 
Captain John Franklin, with Dr. John Richard- 
son in 1819-1822, 1825-1827, and Captain George 
Cockburn Back (1833), who had served under 
Franklin in previous expeditions, by land—each 
in turn tried and failed, but each added to the 
world’s knowledge of the Arctic regions, and each 
had been knighted by a grateful sovereign. 
Thomas Simpson, with Dease in 1837 to 1839, 
had surveyed still more of the coast-line of the 
mainland, and it was common knowledge that 
only the tragic death of the former on June 15th, 
1840, had prevented the Hudson’s Bay Company 
from sending out another expedition in 1840 
under his command to link up his earlier survey 
with that of the Arctic coast line explored by the 
Rosses. On May 19th, 1845, Sir John Franklin, 
then sixty years of age, and distinguished for his 
naval record, his explorations, and his nobility of 
character, had sailed from the Thames in com- 
mand of 134 picked officers and men in H.M.S. 
Erebus and H.M.S. Terror. The ships had been 
spoken by a whaler in Baffin Bay on July 26, 
and then no further word came back to anxious 
ears. 
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Rar’s APPEARANCE IN 1845 


Governor George Simpson, of the Hudson’s 
Bay Company, had been seeking a man to take 
the place of his cousin Thomas as head of the 
expedition planned to complete the survey of the 
Arctic mainland, and in the Orkney physician 
he found the man he sought. For Rae’s appear- 
ance and reputation in 1845 let the words of a 
Hudson’s Bay clerk who became famous for his 
tales of adventure be quoted. In October, 1845, 
R. M. Ballantyne, then on his way from Norway 
House to Montreal, was passing up the Winnipeg 
River when he met a canoe with a single occupant. 
The incident is related in ‘‘Hudson Bay;” 


‘¢Both canoes made towards a flat rock that offered 
a convenient spot for landing on: and the stranger 
introduced himself as Dr. Rae. He was on his way to 
York Factory for the purpose of fitting out at that post 
an expedition for the survey of the small part of the 
North American coast left unexplored by Messrs. Dease 
and Simpson. Dr. Rae appeared to be just the man for 
such an expedition. He was very muscular and active, 
full of animal spirits, and had a fine intellectual 
countenance. He was considered by those who knew him 
well to be one of the best snow-shoe walkers in the 
service, was also an excellent rifle-shot, and could stand 
an immense amount of fatigue. Poor fellow! greatly 
will he require to exert all his abilities and powers of 
endurance ° He is of such a pushing, 
energetic character, however, that there is every prob- 
ability he will endeavour to prosecute his discoveries 
during winter, if at all practicable. How long he will 
remain exploring among these wild regions is uncertain, 
but he may be two, perhaps three years. There is every 
reason to believe that this expedition will be successful, 
as it is fitted out by a Company intimately acquainted 
with the difficulties and dangers of the country through 
which it will have to pass, and the best methods of 
overcoming and avoiding them. Besides, the doctor 
himself is well accustomed to the life he will have to 
lead, and enters upon it, not with the vague and uncer- 
tain notions of Back and Franklin, but with a pretty 
correct apprehension of the probable routine of pro- 
cedure, and the experience of a great many years spent 
in the service of the Hudson Bay Company.’’ 


The Hudson’s Bay Company and Dr. Rae 
had championed the overland route in preference 
to the sea and it will appear that their judgment 
was vindicated. 


Tue First’ EXPEDITION 


The story of his first expedition is fully set forth 
in Rae’s “Narrative of an Expedition to the 
Shores of the Arctic Sea in 1846 and 1847.” 
He sailed from York Factory in June, 1846, in 
two open boats to Repulse Bay, wintered near 
there, and next spring pushed westward with 
sledges to his objective. He returned to York 
Factory on September 6th, 1847. On his return 
to England Rae was introduced to the Board of 
the Company in London on October 21st, 1847, 
‘‘and received their congratulations as having 
accomplished the object of the Arctic Expedition, 
the result of which the Secretary was desired to 


communicate to the Lords Commissioners of the - 


Admiralty and to the 


Royal Geographical 
Society.” 


He had succeeded in connecting the 
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surveys of Sir John Ross on the north side of the 
Gulf of Boothia with those of Captain Parry on 
the south side, thus proving that Boothia Felix 
was united to the continent of America. For 
these achievements Rae received a grant of 
£630 from the stockholders’ funds, to be divided 
between himself and his men and was promoted 
to be a Chief Trader in the Hudson’s Bay Com- 
pany. Three years later he became Chief 
Factor in the MacKenzie River District. 


RICHARDSON AND RAE IN SEARCH OF FRANKLIN 


On his first expedition Rae named an inlet 
discovered in April, 1847, after Sir John Franklin, 
whose protracted absence in the Arctic Sea was 
exciting much interest and anxiety throughout 
England. In 1848 the Council of the Northern 
Department of Rupert’s Land, meeting at 
Norway House, passed this resolution: 

‘*In order to meet the views and intention of Her 
Majesty’s Government in reference to the expedition 
fitted out under the command of Sir John Richardson 
to search for Sir John Franklin’s party it is resolved 
that Chief Traders John Bell and John Rae be attached 
to the Expedition for the current outfit and directed to 
act under the instructions of Sir John Richardson.’’ 


Sir John Richardson had been surgeon and 
naturalist in Sir John Franklin’s expeditions of 
1819-1822 and 1825-1827, and hence was the 
natural choice as leader of an overland relief 
expedition in search of his former Chief. On 
their way north he and Rae stopped at Le Pas 
on the Saskatchewan, as Paul Kane, the Canadian 
artist records, on June 12th, 1848, ‘‘We met here 
Sir John Richardson and Dr. Rae en route to 
MacKenzie River, with two canoes, in search of 
Sir John Franklin. From them we first heard of 
the events that had recently occurred in Europe, 
the flight of Louis Philippe from Paris, and the 
revolutionary movements then agitating the 
continent.’”’ Richardson and Rae wintered at 
Fort Confidence on Great Bear Lake, and Rae 
spent this time registering observations on 
meteorology and magnetism. Rae and his men 
eached the mouth of the Coppermine River on 
July 14th, 1849, having descended it in a single 
boat. Sixteen days later he reached Cape 
Krusensturn, where he awaited an opportunity 
to cross to Wollaston Land, but was thwarted in 
his efforts by an impassable block of ice, being 
finally obliged to return to the mouth of the 
Coppermine and thence to Fort Confidence, 
which he reached on September Ist. The record 
of this expedition is given in a letter to the 
Admiralty, September Ist, 1849, printed for 
H. M. Stationery Office. Later in the year he 
returned to the MacKenzie River and was 
appointed by the Hudson’s Bay Company to the 
charge of that large district. 


THE EXPEDITION OF 1851-1852 
No trace had yet been found of the Franklin 
expedition and in June, 1850, a resolution of the 
Council of the Northern Department of the 
Hudson’s Bay Company stated: 
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‘*Her Majesty’s Government having called on the 
Hudson’s Bay Company to render their best assistance 
in prosecuting the explorations which have been set on 
foot in quest of the expedition under Sir John Franklin, 
and a plan of combined operations to be conducted from 
the MacKenzie River under the command of Chief 
Factor Rae and Commander Pullin, R.N., having been 
arranged, it is ordered that all Officers in the Company’s 
service render every assistance to the Expedition.’’ 


Leaving Fort Confidence on April 25th, 1851 
Rae again descended the Coppermine River, and 
in May succeeded in crossing Dolphin Strait 
to Wollaston Peninsula. He explored the coast 
of Wollaston land to Cape Behring and then 
recrossed the strait to Cape Krusenstern and 
Kendall River, a tributary of the Coppermine 
river, after a journey of 1,100 miles. This was 
perhaps the most rapid journey in the Arctic 
regions on record, an average rate of 25 miles 
per day. He returned to the mouth of the 
Coppermine, followed the coast around to Cape 
Colburn, about 725 miles, and explored Victoria 
Land to within forty miles of the spot where the 
Erebus and Terror had been abandoned three 
years before. Ice, however, prevented him from 
crossing over to King William Land and he was 
obliged to return without finding any traces of 
the Franklin expedition beyond the butt of a 
flagstaff. At a convenient place on his return 
one of his boats was abandoned, the other 
hauled seventy miles overland to Great Bear 
Lake, and so southward by the MacKenzie River 
to the Athabasca river. In 1852 the Royal Geo- 
graphical Society awarded him the Founder’s 
Gold Medal for his discoveries. 


THE Fate OF THE FRANKLIN EXPEDITION 
DETERMINED 


Once again, and this time in 1853, Rae returned 
to the Arctic in quest of Franklin. On this 
occasion he reached Repulse Bay, as in 1846, and 
wintered there. Rae’s unerring rifle brought 
down half the winter’s supply of deer for the 
eight men of the party. In the spring of 1854 
he made long sledge journeys, proved King 
William’s Land to be an island, and explored the 
west coast of Boothia. There he learned from 
a young Eskimo that about four years before a 
party of white men had been seen dragging a boat 
southward along the west coast of King William’s 
Land. Those men had told the Eskimo of the 
loss of their ship, and explained that they were 
on their way to Back’s Great Fish River, where 
they hoped to find reindeer. Later in the same 
spring the Eskimos had found the bodies of 
thirty of these men on the mainland about 40 
miles from the true mouth of the Fish River, and 
a further thirty near the coast. They also showed 
Rae pieces of silver bearing the Franklin crest, a 
small silver plate engraved ‘‘Sir John Franklin 
K.C.H.,”” (Knight Commander of the Guelphic 
Order of Hanover), and other articles which 
proved conclusively the tragic end of the ex- 
pedition, and these he purchased. From May 
26th to August 4th he remained at Repulse Bay, 
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gathering more particulars of Franklin’s fate. 
He then decided that he ought to return in order 
to prevent fruitless search for Franklin in wrong 
directions and reached York Factory on August 
31st, 1854. This expedition connected the sur- 
veys of Sir John Ross and Sir James C. Ross 
with those of Simpson and Dease. Ina letter to 
the Secretary of the Admiralty, dated 29th July, 
1854, he related the evidence he had obtained of 
the fate of the Erebus and Terror. On October 
22nd, 1854, he arrived at London with his relics 
and found that he and his seven men were entitled 
to the award of £10,000 offered by the Admiralty 
for the first authentic news of the fate of Sir John 
Franklin and his expedition. 

On receipt of his share of the award Rae had 
a small schooner built in Canada for £2,000 in 
order to undertake further explorations of the 
northern shore of America. The vessel was not 
finished in time. Later, it was placed on the 
Great Lakes to test its qualities and to carry 
freight, but it was lost in a storm. After being 
granted furlough for twelve months during 
1855-56 Rae retired from the service of the Hud- 
son’s Bay Company. In November, 1858, he 
made a tour of the United States and Canada 
with Hon. Edward Ellice. As an evidence of his 
powers of endurance, even at the age of forty-five, 
it is related that during this tour he walked 
from Hamilton to Toronto, a distance of forty 
miles, on snowshoes, in seven hours and dined 
out the same evening without showing any signs 
of fatigue. In the following year he again 
visited Fort Garry and the Red River Settlement. 


Rar’s CoNNECTION WITH THE TELEGRAPH 
AND CABLE 


- In 1858 a new project claimed his attention. 
Through the efforts of Cyrus Field and others 
the first Atlantic cable was laid between Ireland 
and Newfoundland, and was inaugurated by a 
message from Queen Victoria to President 
Buchanan on August 15th. Whittier in his 
Cable Hymn—...... 


™ . . round the earth the thought of all 
9? 


Is ng the thought of one 


summed up the feeling of the day. For twenty 
days the cable throbbed feebly and then became 
silent. The anti-slavery agitation and the civil 
war which raged in America for four years 
prevented that project from being revived 
promptly. The failure of the first trans-Atlantic 
cable led naturally to alternative proposals, one 
of which was that there should be a combined 
telegraph and cable line from England to America 
by way of the Faeroes, Iceland and Greenland. 
Dr. Rae undertook the land part of the survey, 
but the project fell through. 

A later project was the building of a telegraph 
line across Siberia, the laying of a cable through 
Behring Straits to Alaska, and a telegraph line 
along the Pacific coast and then to the Red 
River Settlement, now Winnipeg. This was 
undertaken jointly by the Hudson’s Bay Com- 
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pany and the Western Union Telegraph Company. 
The first mentioned company, seeking someone 
to conduct the difficult and. dangerous survey 
from Fort Garry to the Pacific coast and to 
Alaska, picked upon the explorer who had 
rendered them such signal service between 1846 
and 1854. Dr. Rae surveyed and designated the 
route from Fort Garry to’ Victoria and accumu- 
lated at both points the materials: for the con- 
struction of a continental telegraph; a portion of 
which under Canadian auspices was afterwards, 
in 1871, utilized for connecting the new province 
of Manitoba with the eastern provinces. 

The successful laying of the second Atlantic 
cable which was completed on the 2nd July, 1866, 
postponed the consummation of the second of 
his great labours which would have added still 
more to his fame. It must be granted however, 
that the project was great in its scope and quite 
possible of execution. Credit, therefore, must 
be given to the man who so successfully surveyed 
the route from Winnipeg to Victoria. His line 
of survey passed through the Rocky Mountains 
in latitude 53, utilizing the Yellowhead Pass. In 
the course of this expedition he descended some 
hundreds of miles of the turbulent waters of the 
Fraser river in a small dugout canoe without a 
guide, a most perilous undertaking. 

In 1860 Dr. Rae married Catharine Jane 
Alicia, the third daughter of Major George Ash 
Thompson, of Ardkell, in Londonderry, and 
Glenchiel, Munechrane, Co. Tyrone. He left 
no children. 


LATER YEARS 


The latter years of his life were spent chiefly 
in London, where his lithe, muscular figure might 
be seen regularly at meetings of the Royal 
Society, of which he became a Fellow in 1880, the 
Royal Geographical Society and the British 
Association for the Advancement of Science. His 
interest in Colonial matters never waned. He 
was an active member of. the Royal Colonial 
Institute, Governor of the Imperial Institute, and 
one of the first Directors of the Canada and 
North-West Land Society. From Edinburgh 
University, his Alma Mater, he received an 
Honorary LL.D. degree, and from McGill Uni- 
versity, the Honorary M.D. degree. 

In October, 1882, he returned to the Red River, 
where the new city of Winnipeg had grown up 
about Fort Garry, and lectured before the 
Manitoba Historical and Scientific Society on 
October 11th, 1882, in Wesley Hall. In this 
lecture he gave an account of his Arctic trips, 
tracing previous expeditions, and dealing particu- 
larly with the way in which he and his men had 
lived in the Arctic, and how they had wisely 
followed the customs of the Eskimos. He also 
gave his views on Churchill as a seaport for the 
projected railway to Hudson’s Bay. In moving 
a vote of thanks, Archbishop Taché said that he 
had frequently met men who had accompanied 
Dr. Rae on his expeditions. They had spoken 


of him as being always kind to his men and 


taking the lead, giving them such an example as 
they were always delighted to follow. though the 
means at his hand had been in some instances 
very small. United States Consul Taylor, second- 
ing the vote of thanks, referred to his services in 
surveying the telegraph line to the Pacific coast. 

Dr. Rae died after a short illness on July 22nd, 
1893, at 4 Addison Gardens, London, and was 
buried in the churchyard of St. Magnus Cathedral, 
Kirkwall. In the obituary notice in the London 
Times, of July 26th, 1893, it is stated that, 
although born eighty years ago in the Orkney 
Islands, no more vigorous-looking or active man, 
until his last illness, walked the streets of London. 
Mention was made of his disposition, ‘‘at once 
generous and sensitive.”’ 


RAE As A GEOGRAPHER 


As a geographer Rae in his several Arctic 
expeditions traced over seventeen hundred miles 
of new coast land. He is said to have walked 
twenty-three thousand miles in the course of his 
Arctic journeys. One of the reasons for his 
success in the Arctic was that he depended 
chiefly on the resources of the country for sub- 
sistence, and so he and his men were able to 
travel with comparatively light loads. Thus, 
also, his expeditions were very inexpensive. The 
first expedition, 1846-1847, with a party of 
thirteen persons in all and including Rae’s pay, 
cost less than £1,400. Parry’s expedition in 
two ships, which failed after two years’ work, 
cost from £100,000 to £120,000. Dr. Rae’s 
name has been given to Rae Isthmus, Rae Strait, 
Rae River, and to Fort Rae on the north arm of 
Great Slave Lake. The London Times, of 
November 27th, 1931, announced that a party 
of British scientists would go in June, 1932, to 
Fort Rae, and would remain there for a year. 
The party would be led by Mr. K. M. Stagg, of 
the British Meteorological Office, and would 
have the backing of the British National Com- 
mittee for the Polar Year. The party, it was 
stated, would study the upper atmosphere, ter- 
restrial magnetism, aurora borealis, and atmos- 
pheric electricity, which at times interfere with 
the telegraphic communication in Canada. Sure- 
ly such an announcement might cause Dr. Rae’s 
shade to visit his former haunts to commune 
with like-minded mortals! 

Fort Rae, in this year, 1932, will be one of the 
busiest airports in the world, owing to the dis- 
covery of large bodies of valuable minerals, 
including radio-active ore, on Great Bear Lake. 
Every available aeroplane of the north will be 
pressed into service for carrying men, supplies, 
food, drills and mining equipment to this new 
camp, which is four weeks by water from the 
nearest railhead. 


RAE AS A PHYSICIAN 


Though Rae’s work was chiefly that of an 
explorer and scientist rather than that of a 
physician, his writings contain some interesting 
medical observations. The blood of deer when 














Jan. 1933] 


MEN AND Books: 


Dr. JOHN RAE 89 








thickened with flour was found to make excellent 
soup, and acted as a preventive against scurvy, 
which had been the scourge of former Arctic 
explorers. He mentions that the Eskimos were 
fond of eating the paunch of the deer and that 
his interpreter swallowed the contents of the 
caribou’s stomach with as much relish as an 
alderman did his turtle soup. When one thinks 


of recent research which has shown the great | 


value of dried hog’s stomach as a remedy for 
pernicious anemia, and reflects that the contents 
of the stomach of the deer, after it had browsed 
on mosses and shrubs, would be exceedingly 
rich in vitamins B and C the judgment, if not 
the taste, of the Eskimo is thoroughly justified. 
In the record of his first expedition Dr. Rae 
refers to ‘“‘one of Akkeeoulik’s wives (quite a 
young dame, with a most interesting squint.)”’ 
There is no doubt that his medical knowledge 
was largely responsible for the fine physical 
condition of his men, even after completing the 
most arduous journeys. No rum or spirits were 
used on any of his expeditions. As a good 
psychologist he realized the importance of exer- 
cising the minds as well as the bodies of his men. 
In his winter camp near Repulse Bay he formed a 
school. He mentions an epidemic of influenza 
among the Eskimos and an instance of canni- 
balism on account of hunger, though in general 
he speaks highly of the natives. How arduous 
were some of the experiences through which they 
passed we realize from his book, in which he 
relates that on occasions the only drinking water 
they could obtain was from snow placed in small 
kettles and set under the blankets to be melted 
at night by the heat of their bodies. In another 
place he states ‘“‘the men we had left here were 
well, but very thin, as they had neither caught 
or shot anything eatable except two marmots. 
Had we been absent twelve hours more they 
were to have cooked a piece of parchment skin 
for supper.” 


RAE AS A. SCIENTIST 


As a scientist, in all his expeditions he made 
collections of characteristic plants and animals 
as well as physical and meteorological observa- 
tions. His writings are ‘“‘A Narrative of an 
Expedition to the Shores of the Arctic Sea in 
1846 and 1847,” (London, T. & W. Boone, 
1850); reports in the Journal of the Royal 
Geographical Society; a paper on “The Forms of 
Icebergs and Transportation of Boulders by 
Ice,”’ (Can. Jour., 4: 180) which is reported in 
his paper read before the British Association, 
1860 (Report, Brit. Ass. xxx, 174). At the same 
meeting he read an unpublished paper on ‘‘ Abori- 
gines of the Arctic and Sub-Arctic regions of 
North America.” His portrait in oils, by 
Stephen Pierce, was exhibited at the Royal 
Academy in 1852. From this an engraving was 
made later. A portrait by Sydney Hodges is in 
the museum at Stromness. There is also a bust 
by George McCallum in Edinburgh University, 
and a bust in Kirkwall Cathedral. An auto- 








graphed photograph in the possession of Mr. 
H. M. 8. Cotter, Fur Department, Hudson’s Bay 
Company, The Pas; Saskatchewan, shows Rae 
in his later years, with a well-knit frame, white 
moustache and side whiskers, a high forehead 
and an expression at once benign and firm. 


LATER FRANKLIN RELICS 


The fate of the Franklin expedition which so 
largely occupied the efforts of Dr. Rae and 
many others—between 1847 and 1857 there 
were no fewer than 39 expeditions — still has its 
interest. ‘The Bayne transcripts, for which the 
Canadian Government recently paid over $1,000, 
and which give a narrative of ‘Captain Peter 
Bayne, eighty-year-old mariner, who had been 
a member of Captain Hall’s American rescue ex- 
pedition, relate that he had met Eskimos who 
declared that Franklin’s grave was on King 
William Land. The natives stated that one man 
died on the ship, and was brought ashore and 
buried’ on a hill near where the others were 
buried; that this man was not buried in the 
ground like the others, but in an opening in the 
rock, and his body covered with something that 
“‘after a while was all same stone, and many guns 
were fired.” It will be recalled that Capt. 
McClintock, R.N., in May, 1859, found a docu- 
ment of the Franklin expedition showing that 
their leader had died on June 11th, 1847. On 
the strength of the contents of the Bayne manu- 
scripts, the Canadian Government sent Major 
L. T. Burwash in 1930 on an aerial expedition 
to King William Island. Major Burwash suc- 
ceeded in finding at Victory Point pieces of 
naval cloth, cordage and canvas which unques- 
tionably belonged to the Franklin expedition, 
but he was not successful in locating the actual 
grave of Sir John Franklin. Tennyson’s epitaph 
on Franklin’s monument in Westminster Abbey— 
‘*Not here! The white north has thy bones and thou, 
Heroic sailor-soul, : 

Art passing on thine happier voyage now 
Toward no earthly pole!’’ 


still is true in fact as in spirit. 


EPILOGUE 


Nearly a century has passed since Dr. Rae 
first came to British North America, and the 
years have seen many changes. The North-west 
Passage is no longer a matter of concern; the 
Arctic wastes over which he and his men toiled 
so laboriously are now traversed by aeroplanes 
in comparative comfort and in infinitely less 
time; a railway has been built to Churchill; 
luxurious railway trains glide beside the moun- 
tain stream which he descended so perilously in 
a canoe, and the sportsman on Canadian streets 
finds each Saturday through his evening paper 
cabled results of British football or cricket 
matches played the same day. Nay, the marvels 
of Rae’s day are superseded by newer marvels,— 
the trans-Atlantic telephone and the radio. The 


unthinking, hearing of Rae’s labours, may mur- 
mur, cut bono? 


Let them remember that a 
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dwarf on the shoulders of a giant can see further 


than the giant. Some of his very failures may 
ultimately become successes. Twenty, perhaps 
even ten years hence, an Imperial Airways 
Company may advertise regular aeroplane service 
between London and Winnipeg, via the Faeroes, 
Iceland, Greenland, and Churchill. It is for us 
who reap the rewards not to forget those pioneers 
who made possible the commonplaces of to-day. 





Hssociation Wotes 


The Sixty-fourth Annual Meeting of the 
Canadian Medical Association 


The members of the medical profession of the 
Dominion of Canada are cordially invited to the 
64th Annual Meeting of the Canadian Medical 
Association which is to be held in Saint John, 
N.B., June 19 to June 23 inclusive. It is sin- 
cerely hoped that the meeting will be representa- 
tive of all the provinces of Canada. A hearty 
welcome awaits all those planning to attend. 


G. A. B. Appy, M.D. 
President-Elect, C.M.A. 


V. D. Davinson, M.D. 
President, N.B. Medical Society, 


O. B. Evans, M.D. 
Saint John Medical Society. 


Signed: 





Saint John, and the Province of New Bruns- 
wick, in which the coming meeting of the Cana- 
dian Medical Association is to be held, look 
forward with keenest anticipation to the advent 
of those who will participate as visitors and as 
special guests in the variegated program that is 
being carefully prepared for next June. 

The Maritime Provinces, although essential 
parts of the Dominion, have always, and it seems 
necessarily so, been considered as a separate and 
distinct unit of the whole. Yet New Brunswick, 
as a part of the Maritimes, feels that its contribu- 
tion to the past, present and future of Medicine 
and Public Health has been a very real one. 

New Brunswick’s hospital facilities are ex- 
cellent. There are fourteen general hospitals 
approved by the American College of Surgeons, 
situated in the most populous districts, -and 
ranging in their capacity from fifty to three 
hundred and fifty beds, besides several smaller 
hospitals of the cottage type in the rural districts. 
The Provincial tuberculosis sanitaria number 
three, each complete with a staff that operates 
with greatest efficiency, while specially trained 
travelling tuberculosis diagnosticians visit all 
rural centres regularly. 

In Saint John, the city in which the 1933 
meetings are to be held, hospital facilities are 
available that will provide excellent clinical 
material for the visitor, regardless of his specialty. 


The Provincial Hospital for the Insane, over- 
looking the world-famous Reversing Falls, is a 
large institution, treating its numerous cases by 
the most modern methods. The Saint John 
County Tuberculosis Hospital, situated in the 
suburbs, presents, with its newly constructed and 
equipped children’s wing, the latest in sanitarium 
needs. In the heart of the city are the two large 
general hospitals more closely associated with 
medicine and surgery proper, and with public 
and private wards replete with clinical material. 


-These are Saint Joseph’s Hospital and the Saint 


John General. The latter, but recently com- 
pleted, and housing within its walls the New 
Brunswick Department of Bacteriology and 
Pathology, represents the latest in modern 
hospitalization. All departments of medicine, 
surgery and the specialties are represented in the 
building proper and its large Infectious Diseases 
Annex. No modern details of planning and 
equipment have been omitted, and beauty of 
architecture goes hand in hand with these in 
the edifice which will proudly greet the medical 
visitor to Saint John this year. 

It was in 1914 that Dr. Wm. F. Roberts, then 
and now a medical practitioner in Saint John, 
gave a paper before a local body dealing with 
medical school inspection. Its enthusiastic re- 
ception intensified an already keen interest in 
such matters, and when in 1917 he was elected 
to the New Brunswick House he gathered around 
him a few men, outstanding in public health 
matters, and after a year of extensive study and 
exhaustive research he presented a Bill which 
resulted eventually in the establishment of the 
Department of Public Health, with his appoint- 
ment as Minister. He was the first such in the 
British Empire, and this Act embodied the best 
possible material available from every field. It 
has required few modifications and has been 
used as a basis of formulation for most of 
the Public Health Acts now in existence in the 
Empire. New Brunswick, thus, in the past and 
present, built, and wisely, for the future. 


A. W. Ross, M.D. 
For the. Publicity Committee, C.M.A. 


Meeting of the Executive Committee 


The Executive Committee of the Canadian 
Medical Association met in the Chateau Laurier 
Hotel, Ottawa, on November 29th, 1932, com- 
mencing at 9.30 a.m., and continuing until 
5.45 p.m., with a noon recess of one hour. Out 
of the sixteen members of the Committee, fifteen 
were present at this meeting. A great many 
matters of interest to the profession engaged the 
attention of the Committee, some of which are 
reported hereunder :— 


Meyers MEMorRIAL COMMITTEE 
The Meyers Memorial Prize of $100.00 for an 
essay on functional neuroses has been open to 
members of the profession for several years, but 
the first award was made only this year. In 
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order that the conditions of the prize may be 
more widely known by the profession a leaflet 
has been prepared for distribution to all who are 
interested. This may be procured from the 
General Secretary. 


MEMBERSHIP 


The General Secretary reported that there are 
now 3,795 paid members in the Association. 
This is an excellent showing, comparing very 
favourably with similar organizations. The fol- 
lowing are the membership figures since the year 
1924 :— 


1924 1925 1926 1927 1928 1929 1930 1931 1932 





2396 2920 3043 3711 3847 3877 4232 3831 3795 


Rapio BROADCASTING 


It was the opinion of the Executive Committee 
that radio broadcasting in the fields of medicine, 
public health and other related subjects should 
be controlled so that such broadcasts would be 
of an authoritative and reliable nature. To this 
end, it was decided that a suggestion be made to 
the National Radio Commission that the Com- 
mission confer with the Department of Pensions 
and National Health in reference to broadcasts 
on medical, health, and related subjects; and 
that the Commission be informed that the 
Canadian Medical Association is willing to pre- 
pare material and broadcast if facilities and 
opportunities for broadcasting health information 
can be made available. 


OsLER MEMORIAL COMMITTEE 


It was decided that an Osler Memorial Com- 
mittee be appointed under the Chairmanship of 
Dr. Campbell Howard, of Montreal, for the 
purpose of organizing Osler Clubs throughout 
Canada. 


THe CANCER PROBLEM 


A great deal of discussion ensued following Dr. 
J. S. McEachern’s progress report of the Study 
Committee on Cancer. It was the general 
opinion of the members of the Executive Com- 
mittee that the importance of the early recog- 
nition of cancer by the medical profession could 
not be too strongly emphasized, that periodic 
health examinations are of inestimable value 
looking to the early diagnosis of cancer, and that 
members of the medical profession should be 
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alive to their responsibility in recognizing the 
early symptoms. 


THe ANNUAL MEETING, 1933 


The next annual meeting of the Association 
will be held in Saint John, N.B., on June 19th, 
20th, 21st, 22nd and 23rd, 1933. The business 
sessions of the Executive Committee and Council 
will be held on the first two days, and the remain- 
ing three days will be devoted to scientific 
sessions. Sectional meetings will be put on for 
those sections desiring them, but the greater 
part of the program will be given in general 
sessions. Already, invitations have been issued 
to a number of speakers from Canada and the 
United States, and it is anticipated that we shall 
also have three prominent speakers from Great 
Britain. 

The triennial Lister Oration will be delivered 
at the time of the annual meeting in Saint John, 
by Professor Robert Muir, Glasgow. 


HospPItTaL SERVICE DEPARTMENT 


The report of the Department of Hospital 
Service indicated that this Department is very 
active, visiting hospitals, studying their local 
conditions, and making reports and recommenda- 
tions. The Hospital Council which was organ- 
ized last year now has in its membership ten of 
the twelve Hospital Associations in Canada, and 
the other two have applied for membership. It 
is proposed to hold a meeting of the Hospital 
Council in Winnipeg next September. 


THE COMMITTEE ON LEGISLATION 


Many matters of legislation have been taken 
up at Ottawa by the Committee on Legislation, 
among these being duties on surgical books, 
X-ray apparatus and accessories. It would appear 
that these charges are fixed and cannot be 
changed. The opinion has been expressed that 
foreign firms selling such goods are likely to meet 
the 10 per cent duty by absorbing it, and that 
it will not result in an increased cost of sickness 
to be borne by the people-of Canada. 


Tue AssoctaTION HISTORIAN 


For some time, it has been felt that steps 
should be taken to compile a history of the 
Canadian Medical Association. The Committee 
on Archives has gathered together a great deal 
of valuable information and it was decided by 
the Executive Committee that Dr. H. E. Mac- 











Number of Number of Average Total Total Cost per lecture 
Year speakers addresses attendance attendance Cost per doctor 
1926 169 513 29 17,264 $30,100 .27 $1.74 
1927 269 729 27 19,683 28,831 .66 1.46 
1928 329 802 31.7 25,423 33,336.45 1.31 
1929 379 730 36 26,287 31,257.21 1.19 
1930 300 580 38 22,036 27,961.78 1.27 
1931 309 703 30.57 22,487 30,472 . 57 1.35 
1932 401 832 34.8 28,030 30,887 .58 1.10 
Total 2,156 4,889 32.9 161,210 $212,847 .52 $1.32 
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Dermot of Montreal should be asked to under- 
take thé compilation of a history of the Associa- 
tion from the material available. 


THE Post-GRADUATE DEPARTMENT 


A summary of the work carried on by the 
Post-graduate Department for the past seven 
years is shown in Table on the opposite page. 

As official advice has now been received from 
_ the Sun Life Assurance Company that the grant 
of $30,000 for post-graduate work will not be 
available for the year 1933, it was felt by the 
Executive Committee that steps should be taken 
towards carrying on the work, even if it must be 
in a very modified form, with the help of the 
Provincial Associations. 


CANADIAN MeEpIcAL INSTITUTE re PERIODIC 
HEALTH EXAMINATIONS 


For the information of the Executive Com- 
mittee a report was presented from the Director 
of the Canadian Medical Institute stating that— 


79 per cent of those examined during the past year 
had a family physician; 

21 per cent did not have a family physician; 

Of the 79 per cent, 58 per cent were examined by their 
own physician and 

42 per cent were examined by a company examiner; 

1,848 different doctors were used by the Institute 
last year; and 

6,565 examinations were made. 


THe Report OF THE EDITOR 


The Editor, Dr. A. G. Nicholls, reported that, 
by certain economies, he has been able to save 
more than $1,500 in the production of the Journal 
this year. The advertising has kept up to the 
standard of previous years. A series of articles 
will be published next year dealing with cancer, 
and another series dealing with medical educa- 
tion. The following were appointed to act on the 
Centre] Editorial Board :—Drs. H. E. MacDermot 
(Assistant Editor), Maude E. Abbott, E. W. 
Archibald, A. T. Bazin, F. G. Finley, A. Grant 
Fleming, H. M. Little, C. F. Martin, J. C. 
Meakins and L. C. Simard. 


REPORT OF THE HONORARY TREASURER 


In contrast to many financial statements being 
issued in all parts of the world to-day, the 
Honorary Treasurer stated that we would 
probably have a modest credit balance at the 
end of the year. This has been accomplished 
by watching and paring expenditures most care- 
fully, while membership fees and advertising 
funds for the year have been well maintained. 

While viewing this report with satisfaction, 
your Executive Committee felt that a most 
conservative policy should be adopted for the 
coming year. Accordingly, the budget has been 
pruned wherever possible, without injuring or 
detracting from the services which the Associa- 
tion has to perform, and a reduction in salaries 
ranging from nine per cent downwards has been 
made throughout the staff. 


In addition to the business mentioned above, 
a great many other matters of minor importance 
engaged the attention of the Executive Committee 
throughout the day. 


bospital Service Department Motes 


The Treatment of Communicable Diseases 
in General Hospitals 


The question was asked at a recent hospital 
convention, ‘“‘Should the general hospital volun- 
teer to care for patients suffering from contagious 
diseases?’’ and the resultant discussion brought 
out several interesting considerations. Very few 
small communities in Canada, and only a fair 
proportion of larger ones, too, have adequate 
provision for the hospitalization of these patients. 
While the incidence of the exanthemata.and other 
acute contagious diseases may be gradually 
declining, the outbreaks are sufficiently numerous 
and severe to demand the establishment and 
retention of isolation facilities for many years to 
come. It was pointed out that, in smaller 
centres especially, the local hospital might con- 
sider taking over this responsibility, because it 
would be much more economical for the com- 
munity to make this arrangement than to erect 
and maintain a separate institution. Several 
difficulties or objections were pointed out. By 
laws which are general throughout Canada it is 
recognized that the care of patients suffering 
from communicable diseases is the responsibility 
of the municipality. The vast majority of our 
public hospitals are under private management, 
and, with the present large deficits and municipal 
reluctance to meet just obligations, these hospitals 
would not be warranted in assuming still further 
responsibilities, not morally their own, unless the 
full cost of such operation would be guaranteed 
by the municipalities served. There is a possi- 
bility, too, that the proximity of infectious 
patients, even though isolated, might affect the 
general patronage of the hospital, although ex- 
perience with this arrangement in various towns 
and cities would warrant the assumption that 
this factor could be controlled by public education. 
The question of legal responsibility in case of the 
transmission of communicable disease to, say, 
surgical or obstetrical patients, would warrant 
consideration, but one would be of the opinion 
that this cross-infection could be prevented by 
proper technique, and the observance of this 
adequate technique and of proper isolation should 
constitute a good defence in case of suit. 

A solution which has proved satisfactory in 
several communities is to maintain an annex for 
communicable diseases, either on the general 
hospital grounds or sufficiently close by to permit 


All communications intended for the Department 
of Hospital Service of the Canadian Medical Associa- 
tion should be addressed to Dr. Harvey Agnew, 
Secretary, 184 College Street, Toronto. 
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adequate supervision. The administration of 
this unit is assigned to the hospital superinten- 
dent, who supplies nurses and personnel as 
required, and the medical direction is the responsi- 
bility of the medical officer of health. The full 
cost of maintaining this unit, including an 
allowance for the time of the supervisor and the 
nurses, should be calculated, and this amount 
should be met by the communities concerned 
irrespective of their ordinary support of the 
general hospital. Proper isolation precautions 
are maintained in these units and particular care 
is taken to prevent cross-infection back to the 
general building or other wards. Where estab- 
lished this arrangement has proved highly bene- 
ficial to the patients, economical for the muni- 
cipality, fair to the general hospital, and has 
provided the pupil nurses with a much needed 
opportunity to earn the proper technique of 
isolation nursing. 





The Relative Length of Stay in Hospital 
Over a Twenty Year Period 


Statistics, if carefully selected and of general 
interest, can be most interesting. When one 
undertakes to consider whether or not hospital 
costs are unduly burdensome, or whether it 
might perchance be the lack of foresight in 
budgetting or saving that makes the cost of 
health preservation seem high, it is essential to 
offset against the steadily increasing daily cost 
of hospital service the increasing efficiency of 
hospital treatment as manifested in the remark- 
able decrease in mortality, particularly in brain, 
thyroid, and chest surgery, and in medical 
diagnosis and treatment, particularly that of the 
metabolic diseases and certain infectious diseases. 

A factor frequently overlooked, and one which 
in so many instances more than compensates for 
this rising cost, is the reduction in length of the 
hospital stay. The Presbyterian Hospital in 
Chicago found that the average stay per patient 
in 1903 was 34 days, while by 1924 the average 
had been reduced to 13 days. Quoting collected 
statistics, Dr. M. T. MacEachern, states that 
fifteen years ago an appendix operation meant 18 
at least in hospital, whereas 10 days are sufficient 
now for the uncomplicated case. Moreover it 
used to mean 17 days in bed to undergo a goitre 
operation with a dubious prognosis, whereas now 
it means perhaps 6, with a very favourable 
prognosis. Gall-bladder operations kept patients 
20 days in hospital; now they can get out in 
perhaps 12. Therefore, for a great many patients 
this reduction in stay actually makes the cost of 
hospitalization less than fifteen or twenty years 
ago. It is only fair, however, to point out that 
other factors should be considered. For instance, 
the shortened average stay in hospital is not due 
alone to the increased efficacy of treatment. 
There is now an increasing tendency to use the 
hospital for short admissions occasioned by 
traffic accidents, tonsillectomies, roentgenological 
examinations, etc. These short admissions must 
affect this figure. 
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Some figures prepared recently for our De- 
partment of Hospital Service by Dr. John C. 
Mackenzie, Superintendent of the Montreal 
General Hospital, indicate again the necessity of 
judgment in analyzing statistics. In 1911 the 
patients remained on an average for 18.42 days; 
in 1931, 18.7 days. This was despite the utiliza- 
tion of every modern medical and _ surgical 
facility. In 1911, the average appendicitis pa- 
tient remained 13.75 days; in 1931, 15 days. 
For cholecystitis cases, the averages were 23 and 
22 days; for typhoid fever, 36 and 42 days; for 
diabetes, 22.5 and 17.3 days. Of these four 
selected types of patients only the diabetics have 
a shorter hospital stay. As the service given is 
beyond reproach, the public-ward services rank- 
ing with the finest on the continent, the explana- 
tion must be a four-fold one: the diagnostic 
studies must be more exhaustive and _ time- 
consuming than in the past; changing housing 
conditions and inadequate convalescent facilities 
prevent earlier discharge of patients; being a 
teaching hospital, public-ward patients may not 
be discharged as rapidly as in non-teaching 
hospitals; increasing demands upon the hospital 
facilities prevent acceptance of many short 
period and less serious admissions. 





Ninth Annual Convention of the 
Ontario Hospital Association 


The ninth annual convention of the Ontario 
Hospital Association was the most successful in 
its history, with an attendance of nearly 500 
hospital workers. Topics of general interest were 
discussed and a symposium on the Report of the 
Joint Committee on the Survey of Nursing Edu- 
cation drew a record attendance. Speakers were 
Dr. G. S. Cameron, Miss Jean Brown, Miss M. 
McKee, Dr. G. S. Young, and Miss Florence 
Emory. A symposium on ‘“‘Convalescent care” 
in which the speakers were Dr. Olive Cameron, 
Dr. Harvey Agnew, Miss Laura Gamble, Dr. 
J. E. MacDonald, Miss S. P. Tansey and Miss 
May Stewart, of Montreal, was a valuable con- 
tribution to a timely subject. Of particular 
interest to the medical staff was Dr. F. C. Neal’s 
paper on “Hospital practice and the medical 
profession” and the paper by Dr. B. T. McGhie 
on “‘The relationship of the general hospital to 
psychiatry.”’ The Association was honoured by 
the presence of Dr. Malcolm T. MacEKachern, 
Director of Hospital Activities of the American 
College of Surgeons, Dr. George F. Stephens, of 
Winnipeg, President of the American Hospital 
Association, Rev. Maurice Griffin, of Cleveland, 
Vice-President of the Catholic Hospital Associa- 
tion of the United States and Canada, Dr. Grant 
Fleming, of Montreal, and the Hon. Dr. J. M. 
Robb, Minister of Health, all of whom made 
valuable contributions to the program. The 
president, Mr. F. D. Reville, of Brantford, and 
the honorary secretary-treasurer, Dr. F. W. 
Routley, are to be congratulated upon the success 
of this convention. 
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Provincial Hssociation Hotes 
THE 53RD ANNUAL MEETING OF THE ONTARIO MEDICAL ASSOCIATION 
Hamilton—May 30, 31, June 1, 2, 1933 


Hamilton has again been selected as the meeting place of the Ontario Medical Association for 
1933. ‘The Royal Connaught Hotel, which has been substantially enlarged, will be the Convention 


Headquarters. 


Ample accommodation will be available under one roof for visitors and their families, 


as well as for the meetings of the Association and technical exhibits. 


The members of the Association will recall the splendid meetings held in Hamilton in 1918 and 
1929, and the following committees are already hard at work to ensure that this meeting will excel 


in interest and attendance. 


President - - - - Dr. J. H. Holbrook; 
Dr. F. C. Neal; 


Dr. T. C. Routley. 


First Vice-President - - 


Secretary - - - - 


CoMMITTEE ON ARRANGEMENTS: 


Chairman - - - - Dr. D. A. Warren— 
President of Hamilton 
Academy of Medicine. 

Secretary - - -  - ODr.A. D. Kelly.- 


CoMMITTEES— 
Transportation - - - Dr. D. H. Stewart, 
Dr. H. F. Dyer. 
Badges - - - = Dr. W. G. Kenny, 
Dr. L. T. Williamson. 
Commercial Exhibits- - Dr. F. R. Bennetto, 
Dr. R. F. Hughes. 
Housing - - -  - Dr. W.S. T. Connell, 
Dr. H. Carl Martin. 
Entertainment - - - Dr. A.M. Yeates, 
Dr. W. D. Swan. 
Information - -  - Dr. F. J. Houston, 
Dr. D. U. McGregor. 
Publicity - - -  - Dr. O.A. Cannon, 
Dr. E. L. Page. 
Registration - -  - Dr. W. M. Cody, 
Dr. Basil Bowman. 
Ladies- - - - = Mrs. D. A. Warren. 


It has been decided that there will be one session of the Association each forenoon and two 


sessions in the afternoon. 


functions. There will be no sectional meetings. 


Medical Societies 


The Royal College of Physicians 
and Surgeons of Canada 


The third annual meeting of the Royal 
College of Physicians and Surgeons of Canada 
was held in the National Research Building, 
Ottawa, on November 28, 1932, with an attend- 
ance of seventy Fellows of the College. Council 
of the College met throughout the day, trans- 
acting many matters of business, which were 
afterwards ratified at the annual meeting. 

It was decided that the headquarters of the 
College should be transferred to Ottawa as soon 
as the transfer of the records can be made. To 
expedite this arrangement, Dr. T. C. Routley 
tendered his resignation as Registrar-Secretary. 
Dr. W. S. Lyman, of Ottawa, was appointed 
Honorary Secretary, and Dr. R. E. Valin, of 
Ottawa, Honorary Treasurer. 

In his Presidential Address, Dr. F. N. G. 
Starr, of Toronto, reviewed the activities of the 
College for the past year. Dr. H. M. Tory, 
President of the National Research Council, 
then addressed the Fellows. 

The annual banquet of the College was held 
at the Chateau Laurier in the evening, when 
His Excellency Lord Bessborough gave a very 
interesting address. 


The evenings will be devoted to the usual Association dinners and social 


The first Honorary Fellowship to be granted 
by the College was conferred upon His Excel- 
leney Lord Bessborough, Governor General of 
Canada. Honorary Fellowships were also con- 
ferred upon Mr. I. H. Cameron, of Toronto, 
and Dr. John Stewart, of Halifax. 


The Calgary Medical Society 


At the regular monthly meeting of the 
Calgary Medical Society, held on November 1, 
1932, the guest of the evening was Dr. G. A. 
Davidson, Superintendent of the Provincial 
Mental Hospital at Ponoka. His address was 
on ‘‘The parathyroid glands and the effects of 
increased and decreased production of the active 
principle and the relationship to osteitis cystica 
fibrosa.’’ After reviewing certain embryological 
and anatomical facts concerning the parathyroid 
glands, Dr. Davidson referred to the recent 
clinical work which Hunter, of the London Hos- 
pital, had recorded in his Lumleian lectures in 
1930, on osteitis cystica fibrosa, and some of 
these cases the speaker had been privileged to 
see. Judging by the number of recorded cases 
this bone disease is of rare occurrence. Calcium 
metabolism has a marked influence on this af- 
fection. He referred also to the epochal work 
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of Collip on the parathyroid glands and the 
isolation and production of parathormone, and 
the effects which it had on calcium metabolism. 
By the use of parathormone and calcium salts 
tetany may be abolished. As with other en- 
docrine glands there may be an under-production 
or an over-production of the active principle. 
In hypoparathyroidism there is an increased 
tone and irritability of muscles. Hyperpara- 
thyroidism is characterized by hypercalcemia, 
and instead of the serum calcium being the 
normal 10 mgrm. it may rise to 20 mgrm. per 
100 ¢.c. of serum, or more. The localized type 
of osteitis ecystica fibrosa must not be confused 
with the generalized form of this disease. The 
former affects one or more bones and is usually 
not disabling and progresses slowly ; it occurs as 
a rule during adolescence, and is often symptom- 
less unless spontaneous fracture occurs. More- 
over, the serum-calcium and plasma-phosphorus 
are normal, and operation on the parathyroids 
is not indicated. In the generalized form of 
osteitis cystica fibrosa there is in almost all 
patients a hyperplasia or an adenomatous 
growth of one or more of the parathyroid 
glands. These glands may not be palpable on 
examination. A tumour, if present, is generally 
pyriform in shape. 

The clinical picture of hyperparathyroidism 
is one of muscular weakness, 

For the treatment, surgical methods are neces- 
sary and parathyroidectomy has given good 
results. The one chief danger following opera- 
tion is the development of tetany, which is 
usually controlled by the administration of 
parathormone and ealecium chloride intraven- 
ously. 

Dr. M. G. Cody reported a case of osteitis 
fibrosa eystica generalisata in a girl of eleven 
years of age, in whom the right radius, the first 
three metacarpal bones of the right hand, the 
right femur, the right tibia, and the pelvic 
bones were involved. There was no evidence of 
enlargement or of adenoma of the parathyroid 
glands: Dr. W. S. Quint showed roentgeno- 
grams of this disease. 

Dr. G. A. Learmonth opened the discussion, 
dealing with the surgery of the parathyroid 
glands in osteitis cystica generalisata, and Dr. 
A. W. Scott discussed the medical aspects of 


parathyroid lesions. 
G. E. LEARMONTH 


The Winnipeg Medical Society 


At the regular meeting of the Winnipeg 
Medical Society on November 18th Dr. Lennox 
G. Bell gave a comprehensive summary of the 
present knowledge on pituitary syndromes. 
Dr. D. Nicholson spoke on ‘‘The elinical signi- 
ficance of the halo test,’’ and Dr. W. L. 
Atkinson, Selkirk, showed moving pictures il- 





lustrative of his recent trip around the world. 
At the same meeting Dr. W. E. Campbell 
moved the following resolution: ‘‘That medical 
attention should be supplied on the same basis 
as other necessities of life, and therefore not 
solely at the expense of those citizens who 
supply medical attention, namely the medical 
practitioners.’’ The resolution was debated 
before the largely attended meeting and was 
passed with only one dissenting vote. Arising 
out of this, Dr. F. J. Hart, President, appointed 
a strong committee to investigate the situation 
in the light of the resolution. A sub-committee 
has conferred with the Unemployment Relief 
Committee of Greater Winnipeg and obtained 
a sympathetic hearing. Requests have been 
made to the other western provincial medical 
associations that they should cooperate with 
Manitoba and, if deemed advisable, make joint 
representation to the Federal Government that 
it should agree to share in meeting the costs of 
medical care to those on unemployment relief. 
A questionnaire has been sent out to all physi- 
cians in Manitoba asking for a statement of 
medical services rendered, within the week 
December 7th to 12th inclusive, as to (a) 
persons on relief; (b) patients not on relief, 

but from whom no pay ean be expected. 
Ross MITCHELL 


Special Correspondence 
The London Letter 


(From our own correspondent ) 


The use of wireless broadcasting for health 
propaganda is still in many ways in its experi- 
mental stage. The British Broadcasting Cor- 
poration is giving listeners this winter some 
thoroughly mixed fare. A series of evening 
weekly ten-minute talks by anonymous physic- 
ians, surgeons and specialists, introduced by a 
first-rate talk by Sir Thomas Horder, is designed 
for the population as a whole, and the very 
mixed nature of the audience makes the task an 
especially difficult one. Then psychology is 
being given a very good run in a series of ‘“‘How 
the mind works,” while talks to mothers at a 
supposed convenient hour in the morning are 
endeavouring to give instruction on the feeding 
of infants without entering into controversial 
matters. It is argued by the various critics of the 
‘‘B.B.C.” that the avoidance of controversy is 
the weak spot which spoils its otherwise excellent 
efforts for education on health or anything else. 
It would certainly be amusing for a medical 
listener to hear the protagonists of two different 
schools of ‘‘infant-feeding’”’ have a good argument 
but scarcely suitable for the millions of lay-folk 
who fondly believe that medical doctrine is 
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settled once and for all by some high deity. 
Attempts to shake this complacent attitude have 
also been undertaken by the ‘B.B.C.” in the 
shape of a frank ‘“‘talk”’ to a doctor by a layman 
in a series called ‘‘To an unknown listener,” and 
Mr. Gerald Heard told his medical attendant 
just what he thought of him, some of it valuable 
criticism, some uninformed nonsense. Lest this 
should not do the trick sufficiently well and stir 
the profession to better efforts the weekly 
periodical devoted to programs and sundry other 
articles has recently included a very offensive 
attack on doctors, which may lead to a question 
in Parliament. Lastly, so as to leave no doubt 
in the minds of the public of the all-round nature 
of the doctor’s work, a ‘‘mock-trial,’’ recently 
broadcast, dealt with a doctor charged with 
perjury because he had told untruths about 
certain facts concerning a patient in previous 
legal proceedings. The whole affair was removed 
from the regions of reality and it seems scarcely 
fair to suggest to the public that perjury is part 
of a doctor’s professional duty. At any rate the 
profession cannot complain that it is not getting 
publicity, in one way or another. 

Outbreaks of typhoid fever in two areas of 
Yorkshire have illustrated that despite modern 
public health measures the dangers of this dis- 
order are ever present. In one district, with 
nearly .200 cases and, up to the present, over a 
dozen deaths, the water supply came under 
suspicion owing to the explosive and scattered 
nature of the epidemic. The water came from 
a well and the nearest case of typhoid fever before 
the epidemic was in a poor-law institution quite 
near this source. After a long search two holes 
were found in the main drains of the institution, 
caused by a workman’s pick some eighteen 
months previously and infected material from 
these leaks was getting into the main water supply 
of the area affected. In the other instance a 
rather more complicated piece of sanitary detec- 
tive work was necessary before the water supply, 
again, could be incriminated. Actually the 
drainage from a certain part of the village, where 
the first case occurred, entered a stream from 
which an old and forgotten communication gave 
access to the spring supplying the water reser- 
voir for the neighbourhood. Thus for many 
years the 1,400 inhabitants of the village have 
been drinking tainted water, and this might well 
have continued had not a typhoid patient arrived 
at a certain house in a certain situation. An 
alternative supply of water has been obtained, 
and with ordinary measures of protection this 
epidemic should be soon under control. The 
co-incidence of two such outbreaks has served to 
warn the profession of the fact that only the 
strictest hygienic measures can give continuance 
to the rarity of enteric in this country. 

Fifty million bottles of medicine were dispensed 
in 1931 for the insured population of the country, 
an average of over three bottles per person per 
year, if everyone so entitled had required medical 
attention. This is a serious thought for the 


profession, for if preventive medicine is to succeed 
the ‘‘cult of the bottle’ must assuredly be 
eradicated. According to Prof. L. P. Jacks, who 
has just given the Lloyd Roberts lecture at the 
Royal College of Physicians, even this aspect is 
liable to misunderstanding, for an old lady who 
had listened-in to recent broadcast talks asked 
her maid next morning to run round to the 
chemist for two bottles of this ‘‘ preventive 
medicine” everyone was talking about. 

Dr. Julius Burnford, at a meeting of a medical 
society, recently, dealt with the present position 
of therapeutics. He pointed out how treatment 
had followed treatment in endless stream, and 
with each fashion or revival there was always 
enough scientific jargon to delude the rational 
practitioner. There is some truth in the critic- 
isms of the lay-people, referred to in the opening 
paragraphs of this letter, as long as the cult of 
the bottle continues. 

Great satisfaction is felt at the award of the 
Nobel prize in medicine and physiology jointly 
to Sir Charles Sherrington and Dr. E. D. Adrian. 
English neurology, with its great stimulus under 
the first named in the Oxford School, has pro- 
duced work of world-wide importance, and the 
researches at Cambridge on the conduction of 
nerve-impulses, under Dr. Adrian, has added 
greatly to the knowledge of many problems of 
neuro-physiology. 

ALAN MONCRIEFF. 
London. 





The Edinburgh Letter 


(From our own correspondent) 


For some time past the Department of Health 
for Scotland has been carrying on an inquiry 
into maternal deaths. The medical officers of 
the Department are finding that the utility of 
this inquiry is being somewhat restricted on 
account of the absence of data regarding 
maternal morbidity. It has therefore been de- 
cided that a voluntary inquiry will be instituted 
regarding all births in Scotland. The inquiry 
will commence in December, 1932, and will be 
continued for a period of six months. A ques- 
tionnaire designed for the specific purpose of © 
discovering the incidence of morbidity will be 
issued to doctors, midwives, and institutions by 
the respective Medical Officers of Health, and 
when completed the form will be forwarded to 
the Department of Health. The names of 
patients are not to be entered on the form. 
The Scottish Committee of the British Medical 
Association has given its cordial approval to 
the inquiry and has asked for the co-operation 
of the medical profession in Scotland. Steps 
have been taken to ensure that the information 
furnished will be available only for the 
scientific and public health purposes which the 
inquiry is intended to serve. 

The extension of the existing National Health 
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Insurance medical service to: inelude the de- 
pendants of the present insured population has 
been the subject of considerable discussion in 
Seotland. There is a strong body of opinion in 
different quarters that such an extension is 
desirable in the interests of the health of the 
nation. It is realized, however, that the exist- 
ing state of the national finances will not 
permit of this being done for some considerable 
time to come. The working class population, 
however, are more and more demanding that 
the services of a family doctor should be pro- 
vided for them on some form of contract or 
insurance basis such as the weekly payment of 
a relatively small sum per family. To meet 
this demand a considerable number of Public 
Medical Services have been instituted and are 
working successfully in various parts of Eng- 
land. The situation is developing along similar 
lines in Seotland and the setting up of such 
services is at present being considered in Aber- 
deen, Edinburgh, Glasgow and the County of 
Midlothian. ~ 

The results of the passing of the Local 
Government (Scotland) Act of 1929 which gave 
certain powers to Local Authorities to provide 
increased hospital accommodation in their re- 
spective areas are now becoming apparent. 
In Edinburgh the municipal hospitals have been 
re-organized. The Professors of Systematic 
Surgery, Medicine, Midwifery and Child-life, 
and Hygiene in the University of Edinburgh 
have by cooperation between the University 
Authorities and the Corporation of the City 
agreed to act as directors of the work in these 
hospitals in their respective branches. The 
medical staffs of the various units have been 
appointed and will receive remuneration for 
their services. This increased provision of 
beds will materially assist in reducing the large 
waiting lists at the Voluntary Hospitals and 
will also considerably increase the facilities for 
teaching. The re-organization of the hospital 
system of the country generally, including the 
conditions of service of the medical staffs, is at 
present receiving very careful consideration by 
the various bodies concerned. 

An interesting function took place in the 
Hall of the Scottish House of the British 
Medical Association on the evening of Novem- 
ber 25th, when Dr. G. Keppie Paterson, of 
Edinburgh, presented a grand piano and 
orchestral stands to the Scottish House. The 
gift was accepted on behalf of the Scottish 
Committee of the Association by its Chairman, 
Dr. D. Elliot Dickson. Dr. Paterson’s objects 
in making this generous gift were to com- 
memorate his previous tenure of the offices of 
Honorary Secretary of the Edinburgh Division 
and President of the Edinburgh Branch, and 
also to promote the culture of music amongst 
the members of the Association in Edinburgh 
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and district. An enjoyable concert was given 
to a large audience by a choir and orchestra 
conducted by the donor of the gift. At an 
interval in the program Dr. C. E. Douglas, of 
St. Andrews, Chairman of the Central Charities 
Committee of the Association, spoke of the 
work of the Association in connection with 
medical charities and a collection was taken for 
the Charities Trust Fund. 

On November 29th, exactly 333 years after 
having received their royal charter from King 
James VI, the Royal Faculty of Physicians and 
Surgeons of Glasgow celebrated their Annual 
Dinner in the Faculty Hall. Dr. R. Barclay 
Ness, President of the Faculty occupied the 
Chair. The guests included leading representa- 
tives of the Scottish Medical Profession, of the 
Department of Health, and many other public 
bodies. The toast of ‘‘The Guests,’’ proposed 
by the President, was responded to by Sir 
Norman Walker, President of the General 
Medical Council, and by the Rev. Dr. L. 
MacLean Watt, of Glasgow. 

The recent Rectorial Election resulted in the 
return of General Sir Ian Hamilton as Lord 
Reetor of Edinburgh University. Sir Ian 
Hamilton has had a distinguished . military 
career. He commanded a brigade throughout 
the greater part of the South African War, and 
in the Great War he was in charge of the 
Gallipoli Campaign. He is now President of 
the British Legion in Scotland. He is a man 
of great culture and is an author of outstand- 
ing ability. For many years he has taken a 
great interest in educational affairs generally. 
7 Drumsheugh Gardens, 


Edinburgh. R. W. Craia. 


Letters, Motes and Queries 


Lambkin’s Formula 


To the Editor: 


Can you tell me what ‘‘Lambkin’s Formula’’ 
is? What it is used for? And where it may be 
procured ? 

R. W. L. EAR e. 
Perth, N.B., 


Dee. 5, 1932. 


This preparation is a mercurial cream, which, 
presumably, would be used in the treatment of 
syphilis or any other affection in which mereury 
is indicated. It is used intramuscularly. It can 
be made up by any pharmaceutical chemist. 
There are two formule which differ somewhat. 
Both are given below. 


Answers to questions appearing in this column 
should be sent to the Editor, 3640 University Street, 
Montreal. 
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The B.P. Codex of 1923 gives directions for 
making up the first formula :— 
LAMBKIN’S MERCURIAL CREAM 
Injectio Mercurialis — B.P. Codex (1923) 
Mercury (by weight) 10.00 = 55 grains 


CE TEE hawks oncdund<as 11.17=61 *¢ 
NE in twks se codee sens 12.45 68 ‘° 
SSODEOD csc bccn acannon 12.45 = 75 minims 


Almond Oil to make 100.00 tomake 1% fluid 


ounces 
The dose is 5 to 10 minims intramuscularly. 
In the Extra-Pharmacopeia (1928) this is 
ealled Injectio Hydrargyri Mercurialis ‘‘10 per 
eent.’’ The formula there given is :— 


Mercury 1 oz. (Troy) 

Anhydrous Lanoline 4 oz. 

Liquid Vaseline (carbolized 2 per cent) to 

10 oz. by volume. 
The strength is 1 grain in 10 minims; maximum 
dose once a week. Physicians should specify 
10 per cent, using the name in full, so as to 
prevent confusion with stronger preparations. 


EDITor. 


Topics of Current Fnterest 


A Preface to Modern Science 


Medical men who take their children to the 
Science Museum at South Kensington will notice 
that, very rightly and properly, a prominent 
place has been given to medicine in the children’s 
gallery that was recently opened. The gallery 
is in the basement of the building, and deals 
with some of the fundamental advances owed to 
science. So far as medicine is concerned alchemy, 
as a stage in the advancement of science, has not 
been forgotten, and a transparency shows the 
alchemist and his assistants at work with their 
alembics, their quaintly shaped phials, and the 
furnace suggestive of Weyland Smith. Medi- 
cine’s Eastern associations, too, are suggested by a 
seventeenth-century Turkish bazaar, while a 
seventeenth-century drug shop from Granada 
recalls the debt that Europe owes perhaps even 
more in medicine than in the other arts to Arab 
influence. In contrast is a transparency of the 
shop of a modern pharmaceutical chemist, 
illustrating the close cooperation now existing 
between the pharmacist and the chemist in the 
more general sense of the term. By these 
exhibits science has gracefully acknowledged its 
debt to medicine. Wise parents will see to it 
that the children’s gallery is used as is intended. 
Its purpose will be served if it gives the child a 
bird’s-eye view of certain grand aspects of pro- 
gress. For instance, by carefully graded steps 
in one section there is recapitulated the history 

‘of illumination: the firebrand in the cave age; the 
Roman lamp as it lighted the soldier on Hadrian’s 
wall; the tallow dip lighting the cell in which 
Prince Arthur waited his fate with his gaoler 
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Hubert; a drawing-room in the early years of 
Queen Victoria, when the colza oil lamp, with 
its clockwork mechanism for pumping up the oil, 
was a great advance; gas lighting with the old 
fish-tail and rat-tail burners that were a great 
step forward, right on to the incandescent 
mantle of 1885; and, finally, up to electricity 
with the arc, the filament, and, lastly, concealed 
and flood lighting. Another recapitulation deals 
with transport. CréMagnon man is seen astride 
of a log in the stream while a comrade is carrying 
the carcass of a pony on his shoulders. There is 
the later Neolithic period with the sledge and 
pack animals side by side with modern yak 
transport, just to convey a hint of the extent to 
which we are dependent on the road. We are 
shown a monstrous idol being moved by rollers 
with a man standing on its knees clapping his 
hands to see that the men yoked to it haul in 
time; and so one passes by the stage coach and 
the early steam carriage, with the velocipede 
thrown in, to the gigs and hansoms of a vanished 
London. Problems of irrigation are illustrated, 
and the curious old instrument is included by 
which water was screwed up from a lower level 
into troughs. There are water wheels and wind- 
mills, and a Watt steam beam-engine working 
harnessed to a tilt-hammer. Pottery is traced 
in its various stages, and by the turning of a 
wheel friction warms the bulb of a thermometer, 
driving the mercury up the scale. Aviation 
comes very thoroughly into its own, its history 
being sketched from Dedalus, through the 
Wrights and Blériot, right up to the Argosy with 
20 passengers on board and a cruising speed of 
100 miles an hour, while in a wind tunnel there 
is a captive aeroplane that rises vertically as a 
fan drives a blast of air against it. There is a 
whole series of models illustrating the develop- 
ment of the sailing craft. One life-size model 
shows how flints are still being chipped for use in 
firearms in various parts of Asia and Africa, 
while another demonstrates how nails were made 
by hand. Unlike the great collection, sufficiently 
small and compact to be taken as a whole, the 
new gallery definitely adds to the amenities 
available to children in London. It should prove 
valuable both in itself and as an introduction (as 
is deliberately intended) to the larger collection, 
where a study of the exhibits will naturally lead. 
The present basement location of the exhibition 
is unworthy, but perhaps cannot be altered. 
Considerable extension of it is, however, planned 
for opening in the near future.—The Lancet, 
1932, 2: 424. 





Thoughts on Medical Education in the 
United States 


One of the thoughts expressed by W. S. 
Thayer is that there has been a good deal of 
criticism of the idea of the university school of 
medicine based on the assumption that the 
teaching of the clinical branches may be too 
exclusively delegated to men who are rather 
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investigators than clinicians, and that, in uni- 
versity schools, there has been a tendency to 
appoint to clinical professorships young men of 
scientific enthusiasm who have not had the 
experience necessary to give them a sufficient 
competence in their clinical methods; that these 
men, in some instances, have been so far over- 
whelmed by their administrative duties that, 
with a relatively small clinic, and deprived of the 
constant association with their colleagues which 
comes to the active consultant, they have failed 
to acquire the clinical skill and authority which 
is desirable. It has been urged that, in some 
university schools and hospitals, the opportunities 
in the way of beds and ward-service for those 
clinical associates who should be called on in the 
teaching, opportunities which are necessary for 
the construction of an adequate teaching staff, 
have been deficient. The placing of the responsi- 
bility for the direction of the clinical branches on 
university professors whose main interest is in 
the development of their departments has been 
an unmixed blessing. The necessity for an 
adequate clinical staff in the university medical 
school is becoming generally recognized. Such 
a staff is far better selected by a university 
professor than it used to be when it flowed 
automatically through channels walled in by 
rigid rules of seniority and order of progression. 
The author also called attention to the fact that 
a criticism of American medical teaching which 
is not uncommon is that American medical 
students are bound too closely by rigid curricula. 
In the continental universities the student 
approaches medicine in an atmosphere of freedom. 
He is not hampered by the necessity of following 
his course in a class which is subjected to exam- 
inations at stated intervals, which flows through 
the school, as it were, in a stated number of years, 
with which he must keep pace under the penalty 
of being obliged to abandon medicine—for it is 
almost this. While the amount of work which 
he must do is prescribed, yet he may pursue his 
studies as deliberately as he will. In the United 
States he is treated almost as a schoolboy and 
must pass, in a prescribed period, through a 
prescribed course. This has seemed to some 
unfortunate, and many have looked forward to 
the day when the student may take his time, 
passing from school to school as he will, and 
pursuing his course under such instructors as he 
may choose. This has not been possible in the 
past, owing, largely, to the lack of standardization 
of American medical schools, and because in 
many, with the limited clinical advantages, the 
class system is necessary, for the size of classes 
must be limited. Gradually this, too, is chang- 
ing, and already, among the better schools of 
medicine, men in good standing find it easier to 
move from school to school; but it has not been 
possible as yet to abandon the class system. 
Another defect of the class system is that, with 
a four years’ course, it is quite impossible to 
cover so large a part of the field of medicine as 
one would. It is a pity that, if the student so 


desires, he may not spend a longer period as an 
undergraduate and give more time to the study 
of special branches of medicine or surgery before 
taking his degree. Ina four year course, however, 
opportunities can be offered to acquire a good 
basis only in the main branches of medicine, and, 
as it is impossible to give more than a smattering 
of instruction in all the special branches, there 
must be a good deal of elective freedom. In 
some schools this has been extended to a con- 
siderable degree. Interestingly enough, the res- 
ponse of students to this increased elective free- 
dom has brought home to some observers the 
relative immaturity of the students, and has 
impressed on them the realization that, with the 
present premedical requirements, the student who 
enters even the better schools, is, very often, at a 
stage of educational and mental development in 
which he needs careful guidance and advice as to 
the character and sequence of the courses which 
he selects.—J. Am. M. Ass., 1932, 98: 3. 





The Relationship of the Private Medical 
Practitioner to Preventive Medicine 


Sir Arthur Newshome outlines briefly develop- 
ments and changes during recent decades, in 
Europe generally and particularly in Britain, in 
preventive as related to clinical medicine, and 
the influence of this altered orientation on the 
work of the private medical practitioner. His 
sketch of European developments is prefaced by 
the following postulates: 1. Neither instructed 
public opinion nor the medical conscience, which 
in this connection is the advance-guard of 
Christian civilization, can tolerate the continu- 
ance of neglected sickness. 2. Medical care in 
its widest sense must be made available for all, 
as an important element in securing maximum 
efficiency and happiness in a civilized community. 
3. Gaps and imperfections in present medical 
services must be made good and medical care 
must be of a quality which does not lack in any 
essential respect all that is necessary for expe- 
ditious recovery or for comfort, if recovery is 
unattainable. 4. Health is worth whatever ex- 
penditure is efficiently incurred in its maintenance 
or to secure its return. 5. In present circum- 
stances, both in America and in Europe, adequate 
scientific medical service has become unattainable 
by isolated or family effort standing alone, for a 
high proportion of the total population. 6. For 
a large portion of the total sick population 
measures must be, and in part are already, 
organized to assist in providing necessary medical 
services, the sources available being private 
charity, communal taxation, and provident in- 
surance for future needs. 7. There is need to 
organize such cooperative work as will secure 
that specialism, which necessarily is concerned 
mainly with the disease, is not allowed to sub- 
merge the wider and wiser outlook of the general 
practitioner who is concerned with the patient 
himself. 8. There is often needed a study of the 
patient from a psychic, social, economic and 
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occupational standpoint, if his illness is to be 
accurately diagnosed and satisfactorily treated. 
9. Modern medicine is becoming increasingly 
physiological and decreasingly pathological.— 
J. Am. M. Ass., 1932, 98: 1739. 





Too Many Doctors in France 


The belief that the number of physicians 
increases faster than the demand for them is 
apparent in the reports from Paris. ‘The number 
of graduates of recent years corresponds to a 
total of 36,000 physicians, although the present 
total of 28,000 physicians constitutes for France 
one physician for a little more than 1,400 inhabit- 
ants. 

It is generally recognized that the inability of 
certain medical schools of the United States to 
accept more applicants has resulted in the 
migration of a considerable number of young 
men for study in England and continental Europe, 
showing that there is an ambition on the part of 
young men to enter the medical field in excess of 
what -appears to -be a reasonable demand for 
physicians.—The Diplomate, 1932, 4: 323. 


Abstracts from Current Literature 


Medicine 


The Intermediate Causes of Death in Cancer. 
Warren, S., Am. J. M. Sci., 1932, 184: 610. 


Warren has studied 500 cases of carcinoma 
which came to autopsy in the laboratories of 
the New England Deaconess Hospital, the 
Huntington Memorial Hospital, the House of 
the Good Samaritan, and the Pondville State 
Hospital, with a view to obtaining information 
on the immediate cause of death in this disease. 
The cause of death in each case was determined 
as accurately as possible from a study of both 
the clinical record and the post-mortem pro- 
tocol of the patient. The cases were selected 
at random, but sarcoma, lymphoblastoma, and 
leukemia were excluded. The most commonly 
occurring of the various causes of death was 
found to be cachexia, characterized clinically 
by progressive wasting, weakness and increas- 
ing anemia. Cachexia, however, was not 
considered the immediate cause of death if any 
lesion sufficient in itself to be fatal was dis- 
covered at autopsy. It was of interest that 114 
patients, or 22 per cent of all cases, died from 
cachexia, and that considerable necrosis of the 
tumour tissue was found in all of these cases. 
Carcinoma of the heart and stomach showed 
the largest proportion of deaths from cachexia, 
and carcinoma of the bladder the least. 

Fourteen per cent of the cases of carcinoma 
died from pneumonia, nearly always of the 
brotchopneumonie type, but one-quarter of 
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these (24.3 per cent) occurred in carcinomas of 
lip and pharynx. About one-third of the cases 
of carcinoma in these regions die from an 
aspiration pneumonia. Thirteen per cent of all 
cases died from renal insufficiency, resulting 
usually from hydronephrosis, pyonephrosis or 
pyelonephritis. Almost one-half of these cases 
of death by renal insufficiency (41.5 per cent) 
occurred in cancer of the cervix uteri, cancer 
of the bladder and of the prostate accounting 
for only 26.2 per cent and 18.5 per cent of 
these cases. Sepsis was found to be a relatively 
unimportant cause of death, as was hemor- 
rhage. Peritonitis accounted for 56, or 11.2 per 


. cent, of the fatalities but only occasionally as a 


result of the direct extension of the tumour. It 
usually resulted as a post-operative complication 


or from post-radiation necrosis of the tumour. 
E. S. MILLs 


Pericarditis. Smith, P. L. and Willius, F. A., 

Arch. Int. Med., 1932, 50: 171. 

1. Chronic adherent pericarditis. Among 
8,912 autopsy records at the Mayo Clinic, Smith 
and Willius found 373 cases of pericarditis, an 
incidence of 4.2 per cent: In this series ad- 
herent pericarditis occurred in 144, or 38.4 per 
cent. Males predominated, 69.4 per cent. Ap- 
proximately half the patients were in the sixth 
and seventh decades. The etiology in 73 
eases (50.7 per cent) could be ascribed to dis- 
eases in the following order, (1) rheumatic 
fever, (2) intrathoracic infection, (3) cardiac 
infaretion, (4) syphilis (present, possibly: etio- 
logical) and (5) neoplastic invasion. There 
were however 71 cases (49.3 per cent) in which 
no evidence of etiological diseases could be 
found. Associated cardiac diseases occurred in 
77 cases (53.4 per cent), while in only 57 
patients (39.5 per cent) were the major com- 
plaints referable to the heart. Death from 
heart disease occurred in 39.5 per cent. 
Roentgenography and electrocardiography are 
of aid in diagnosis in only 8 per cent. The 
authors stress the necessity for the develop- 
ment of a clinical sense of suspicion regarding 
the existence of adherent pericarditis in all 
cases of surmised or actual cardiac injury. 

2. Calcification of the pericardium. Sixteen 
proved cases of ealcification of the peri- 
cardium are considered; in 15 the diagnosis 
was established at autopsy, and in 1 ease, by 
roentgen-ray examination during life. All the 
16 patients had extensive chronic adhesive 
pericarditis. The condition is not common, 
being found in only 15 of 144 cases of chronic 
adherent pericarditis discovered in the course 
of 8,912 post-mortem examinations. The recog- 
nition of deposits of calcium in the pericardium 
by means of roentgen-rays may be an aid in 
making the diagnosis of chronic adhesive peri- 
carditis. 
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3. Pericarditis with effusion. One hundred 
and thirteen cases with autopsy findings of 
pericarditis with effusion were studied with 
special reference to correlation of clinical and 
pathological data. The cases were grouped ac- 
cording to the character of the effusion as 
follows; (1) aeute purulent pericarditis, (2) 
fibrinous pericarditis with effusion, (3) tuber- 
culous pericarditis, (4) non-inflammatory effu- 
sion. Infections were the etiological factors in 
98.2 per cent. Intrathoracic infectious disease 
occurred with greatest frequency. The clinical 
syndrome in the majority of cases was that of 
sepsis. Death resulting solely from heart dis- 
ease occurred in only 8.8 per cent of cases; 
from sepsis, in 77.9 per cent; and from other 


causes, in 13.3 per cent. 
L. J. ADAMS 


The Occurrence of Sicklemia in the White 
Race. Rosenfelt, S. and Pincus, J. B., Am. 
J. M. Sci., 1932, 184: 674. 

The authors point out that there are few re- 
ported eases of sickle-cell anemia occurring in 
the white race, and only one, which, in their 
opinion, is definitely free from the possibility 
of an admixture of negro blood. This is the 
ease reported by Cooley and Lee in 1929. 
Rosenfeld and Pincus believe that their case is 
also free from negro blood, as none of the 
members of the family present negro charac- 
teristics and the family tree has been inves- 
tigated for five generations. The sickle-cell 
phenomenon was found to be present in the 
maternal grandmother and also in two female 
members of the next generation, one of whom 
was the mother of the patient. A sister of the 
patient also had sickle cells in her blood. 

The patient, a lad of nine years, sought 
medical advice because of intermittent attacks 
of abdominal pain, sometimes accompanied by 
fever and sweating. Examination revealed 
pallid mucous membranes and a muddy yel- 
lowish skin. There was slight enlargement of 
the posterior cervical and axillary lymph nodes. 
The spleen reached three fingers’ breadths be- 
low the costal. margin. The blood showed a 
moderate hypochromic type of anemia, but 
with some macrocytes, a slight leucocytosis, 
and an almost complete absence of the sickle- 
cell phenomenon in dried smears. In the wet 
preparation, however, all the cells after a time 
(twenty-four hours, at least) showed the sickle- 
cell phenomenon. 

The authors feel that future generations will 
show more and more cases of sickle-cell anemia, 
as there is a constant interbreeding between 
white and coloured races, and, secondly, because 
the sickling trait is a dominant character in its 
hereditary transmission. 

E. 8S. MILs 
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Discussion on the Megalocytic Anemias of 
Tropical and Non-Tropical Countries. Proc. 
Royal Soc. Med., 1932, 25: 1703. 


Dr. L. J. Witts opened the discussion. Mega- 
loeytes in the blood generally indicate either 
a megaloblastic degeneration of the bone 
marrow (Addison’s and related anemias) or 
greatly increased blood formation, as happens 
at times in the hemolytic anemias. The Ad- 


disonian group belong to the anhzemopoietic 
anemias—the ordered development of the 
primitive reticulo-endothelium through megalo- 
blast to. normoblast and finally erythrocyte 
being arrested at one or other level, so that we 
get either aplastic, megalocytie or microcytic 
anemias. In this group, hemolysis is always 
secondary to marrow degeneration and is never 
of high degree. Most megalocytic anemias of 
the temperate zone are due to gastro-intestinal 
disturbances. Addisonian anemia is attributed 
to the achylia, resulting in lack of the hema- 
tinie principle normally elaborated by the 
action of proteolytic ferments in the stomach, 
absorbed by the intestine, and stored chiefly in 
the liver. Angmias due to intestinal conditions 
(stenosis, resection, dibothriocephalus infesta- 
tion, ete.) or to fatty diarrheeas (sprue, celiac 
disease, ete.) may present identical blood pic- 
tures; at times, however, the anemias may be 
either aplastic or normoblastic. The anemia 
may be due either to failure to absorb the liver - 
principle (effective in pernicious anemia) or~ 
the vitamin B complex (effective in tropical 
macrocytic anemias), or the stomach may be 
involved, with achylia. 

Acute hemolytic anemias are usually micro- 
eytic. Bartonella infection, and, rarely, malaria 
cause megaloblastic response. Most of the 
temperate zone ‘‘pernicious anemias of preg- 
naney’’ are true Addisonian anemia. In the 
rare primary cases, blood transfusion is highly 
successful. Chronic hemolytic anzemias of 
megalocytic type may be idiopathic or en- 
grafted on leukemia, lymphadenoma, splenic 
anemia, ete. Treatment is difficult; liver 
therapy and blood transfusion are useless or 
harmful. Of the megalocytic anemias seen in 
England, 90 to 95 per cent are Addisonian, 5 
per cent chronic hemolytic anemia, and 1 to 2 
per cent acute hemolytic anemia. 

The remainder of the excellent discussion 
largely concerned tropical anemias. Dr. N. 
Hamilton Fairley mentioned that only from 1 
to 5 per 1,000 of persons infested with di- 
bothriocephalus latus ever develop anemia, 
thus emphasizing the constitutional factor. 
The achlorhydria of this type and of sprue 
disappears after effective treatment. 

W. Forp CONNELL 
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Surgery 


Primary Carcinoma of the Gallbladder. Shelley, 
H. J. and Russ, L. I., Arch. Surg., 1932, 25: 
65. 


The early diagnosis of primary carcinoma of 
the gall bladder is practically impossible, so 
that successful surgical measures are rarely 
performed unless the gall bladder has been re- 
moved for some surgical lesion and the disease 
discovered in the course of routine pathological 
examination. 


The disease is more than twice as common in 
women as it isin men. The average age in the 
authors’ series was 60.7 years. Ewing classifies 
the types as (1) adenocarcinoma, (2) alveolar 
carcinoma, (3) squamous-cell carcinoma, or 
associated with cylindrical cell carcinoma. The 
disease is usually. so extensive when found that 
the site of origin cannot be definitely de- 
termined. Rolleston and MeNee give three 
sites of origin where the disease may arise, as 
from the fundus, the mid portion, and the neck. 


The carcinomatous gall bladder contains 
calculi in a large number of cases. The disease 
may occur by direct growth with the liver or 
by adhesion to any adjacent structure. Per- 
foration may occur into the colon, stomach or 
duodenum, or pressure effects may develop as 
against the duodenum, simulating carcinoma or 
other pyloric stricture, or there may be 
pressure on the portal vein or direct invasion 
of the vein causing closure. Gallstones occur 
more frequently in carcinomatous gall bladders 
than in non-carcinomatous gall bladders, and 
in many cases there has been a history of 
cholecystitis and cholelithiasis long before the 
carcinoma might have originated. In a large 
percentage of cases diagnosis cannot be made 
without direct examination by operation. Car- 
cinoma may be suspected where there is a 
history of gallstone colic or of cholecystitis, or 
where there is a continuous and increasing 
severe pain in the epigastrium or right side of 
the hypochondrium, anorexia, and a tumour in- 
creasing in size in the gall-bladder area. 
Roentgenographic examination with the use of 
the dye is of value. Failure of the gall bladder 
to fill is suggestive. Surgical removal of the 
gall bladder offers the only hope of cure, but 
usually the disease is so far advanced when 
this course is followed that complete removal 
is not possible. Recurrences and metastases 
are frequent, even where the growth was small 
at first operation. The authors report the 
histories of 19 cases of carcinoma of the gall 
bladder. Most of the patients succumbed with- 
in a few months after operation. 

G. E. LEARMONTH 


Injuries of the Thorax. Head, J., Arch. Surg., 
1932, 25: 601. 


A series of 5 cases is reported of injury to 
the thorax, in each of which there was a free 
interval before serious complications ensued. 
In each instance the injury was a simple blow 
on the thoracic wall. In 2 there was a frac- 
tured rib, and in 3 no demonstrable injury of 
the thorax. Three of the patients developed 
spontaneous pneumothorax, with infection of 
the pleural cavity at intervals of the four and 
five weeks, respectively, after the injury. In 
the fourth patient, simple empyema developed 
two weeks after the injury. In the fifth, the 
symptoms of intrapleural hemorrhage appeared 
six weeks after what had seemed to be a negli- 
gible injury. It seems probable that in the 3 
patients in whom a pyopneumothorax developed 
the blow caused a contusion or laceration of 
the lung. The sudden onset of intense pain 
and the almost immediate appearance of severe 
pyopneumothorax suggest strongly that a focus 
of infection in the lung ruptured into the 
pleural cavity. Fusiform bacilli and_ spiro- 
chetes were found in 2 of these 3 cases, which 
is probable evidence that the source of infection 
was the air passages, to which these micro- 
organisms which are normal inhabitants of the 
mouth: and pharynx, have ready access. In the 
fourth patient, no communication existed be- 
tween the empyema and the lung. This was 
probably an instance of late infection of a 
pleural hematoma, or one in which the lung 
infection extended to the pleural cavity, as in 
ordinary pneumonias, without necrosis and rup- 
ture of the lung. It is difficult to decide in the 
fifth case what the sequence of events was. The 
intrapleural hemorrhage may have followed im- 
mediately the injury, giving rise to no severe 
symptoms until the clot formed and infection 
developed. This patient died. All of the others 
recovered. 

G. E. LEARMONTH 


Colles’s Fracture. Platt, H., Brit. MW. J., 1932, 
2: 288. 


The author discusses the history of this 
fracture. Diagnosis is easy in the presence of 
marked deformity. In minor degrees of dis- 
placement the loss of the normal anterior 
concavity of the lower end of the radius is of 
value. Radiography is required for ultimate 
diagnosis. Cases with a large hematoma are 
easily treated under local anesthesia. Reduc- 
tion is accomplished by hyperextension of the 
wrist and combined palmar flexion, adduction, 
accomplished by direct pressure. The best 


splints are Gutter splints of light metal, used 
in conjunction with two controlling pads. 
Anterior and posterior plaster strips applied 
These 


directly to the skin are also of value. 
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fractures are best kept up five weeks. Only 
those patients who are likely to be slow in 
obtaining full mobilization by their own un- 
aided efforts are treated with physiotherapy. 
While in the splint movement is encouraged in 
the thumb, fingers, elbow and shoulder. Of 111 
patients treated in this manner only 3 poor 
results were obtained. STuART GORDON 


Pneumococcal and Streptococcal Peritonitis. 
Ward, L. E., Brit. M. J., 1932, 2: 704. 


Pneumococeal peritonitis — chiefly affecting 
female children—is very fatal in its diffuse 
form. The commonest route to the peritoneum 
is via the genital tract in females. Other rarer 
routes are via the blood stream, the intestinal 
tract, and the lymphatics through the dia- 
phragm. In female children the infection is at 
first localized to the lower abdomen; in male 
children, it is more diffuse from the beginning 
and is probably. usually blood-borne. The 
intestinal route is very rare. 

Diagnosis is made on the usually charac- 
teristic clinical picture. The onset is oftenest 
gradual, with indefinite malaise for several 
days. Vomiting and diarrhea with abdominal 
pain are early signs. The temperature is high; 
the pulse and respirations raised. Distension 
is early and central. The abdomen is resistant 
but doughy and tender. The quick respiration 
and ‘flushed, anxious, slightly cyanotic, appear- 
ance suggest pneumonia. Mild cases may not 
be diagnosed for several weeks when they have 
localized. In females, tenderness and rigidity 
is first maximal above the pubes. Diagnosis 
from streptococeal peritonitis is difficult but 
unimportant. It is most important to differen- 
tiate the peritonitis of acute appendicitis. The 
appearance and history is the best guide. In 
appendicitis in children, pain at onset is always 
central; later, there is always hard rigidity, 
with maximum tenderness in the right iliae 
fossa. 

The treatment in mild localized eases is 
obviously simple drainage. In early severe 
diffuse types, the problem is that of the septi- 
exmia. In France, Canada and America, opera- 

.tion is not performed early, since incision 
before localization in any septicemiec condition 
has been found to be bad. If the diagnosis is 
certain, operation is contraindicated. If there 
is some localization, simple drainage is advised. 
If the diagnosis is uncertain, especially in 
males, quick laparotomy under gas-oxygen, to 
inspect the appendix and institute pelvic 
drainage, is the procedure. Rapid typing of 
the organism and administration of specific 
serum is very desirable. Fluids and glucose in 
large amounts are necessary. 

Streptococcal peritonitis is almost invariably 
fatal, with the present virulent strain of 


streptococci. Operation is, then, contraindi- 
cated, except to rule out possible appendiceal 
peritonitis. Serum, blood-transfusion and fluids 
are the best measures. 

W. ForD CONNELL 


Obstetrics and Gynecology 


Breech Presentations and Their Delivery. Stud- 
diford, W. E., J. Am. M. Ass., 1932, 99: 1820. 


Breech-presentations constitute about 3 per 
cent of all deliveries. The exact estimation of 
fetal mortality due solely to breech-presentation 
is difficult since the class of premature or 
macerated babies, those with fetal anomalies in- 
consistent with life, or those complicated with 
placenta previa, should be set aside. Of the 
remainder, the fetal mortality in most of the 
series reported lies in the neighbourhood of 10 
per cent. The anatomical causes of death con- 
sist of intra-cranial, spinal, intra-abdominal and 
other traumatic lesions. In ante-partum care 
diagnosis is important, but in some cases may 
be very difficult. Where there is any doubt 
after a careful examination a roentgenogram is 
indicated. In known eases of breech-presenta- 
tion repeated effort should be made to perform . 
external version. A certain percentage of cases 
will fail owing to engagement of the breech, 
thickness of the abdominal wall, hydramnios and 
extended legs. In cases which prove impossible 
of correction, the pelvic measurements should 
be checked. In one series of breech-presenta- 
tions the incidence of abnormal measurements 
was found to be 18 per cent among primipare 
and 22 per cent among multipare. When still- 
birth occurred the incidence of abnormal pelvis 
rose to 55 per cent among the primipare, and 
to 32 per cent among multipare. Careful atten- 
tion should be paid to the size of the fetus. 

In the conduct of labour in breech-presenta- 
tion every effort should be made to preserve the 
amniotic sac intact. Immediately after rupture 
of the membranes a vaginal examination should 
be made, to rule out the presence of prolapsed 
cord. In the second stage the policy should be 
one of watchful waiting. The indications for 
intervention should be failure of labour to pro- 
gress and evidence of fetal distress. At Sloane 
Hospital intervention in breech deliveries has 
been reduced as much as possible. The method 
of delivery at Sloane Hospital is described fully. 
Only on rare occasions is the use of forceps on 
the aftercoming head found necessary. The 
fetal heart must be observed constantly, and 
should slowing and irregularity appear and 
remain present between pains breech extraction 
should be undertaken immediately. In cases 
with premature rupture of the membranes, weak 
and irregular pains, the introduction of a bag 
often causes the pains to become strong and 
regular, the smallest bag possible being used. 





THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[ Jan. 1933 








Surgery 


Primary Carcinoma of the Gallbladder. Shelley, 
H. J. and Russ, L. I., Arch. Surg., 1932, 25: 
65. 


The early diagnosis of primary carcinoma of 
the gall bladder is practically impossible, so 
that successful surgical measures are rarely 
performed unless the gall bladder has been re- 
moved for some surgical lesion and the disease 
discovered in the course of routine pathological 
examination. 


The disease is more than twice as common in 
women as it isin men. The average age in the 
authors’ series was 60.7 years. Ewing classifies 
the types as (1) adenocarcinoma, (2) alveolar 
carcinoma, (3) squamous-cell carcinoma, or 
associated with cylindrical cell carcinoma. The 
disease is usually. so extensive when found that 
the site of origin cannot be definitely de- 
termined. Rolleston and MeNee give three 
sites of origin where the disease may arise, as 
from the fundus, the mid portion, and the neck. 


The carcinomatous gall bladder contains 
calculi in a large number of cases. The disease 
may oceur by direct growth with the liver or 
by adhesion to any adjacent structure. Per- 
foration may occur into the colon, stomach or 
duodenum, or pressure effects may develop as 
against the duodenum, simulating carcinoma or 
other pyloric stricture, or there may be 
pressure on the portal vein or direct invasion 
of the vein causing closure. Gallstones occur 
more frequently in carcinomatous gall bladders 
than in non-carcinomatous gall bladders, and 
in many cases there has been a history of 
cholecystitis and cholelithiasis long before the 
carcinoma might have originated. In a large 
percentage of cases diagnosis cannot be made 
without direct examination by operation. Car- 
cinoma may be suspected where there is a 
history of gallstone colic or of cholecystitis, or 
where there is a continuous and increasing 
severe pain in the epigastrium or right side of 
the hypochondrium, anorexia, and a tumour in- 
creasing in size in the gall-bladder area. 
Roentgenographic examination with the use of 
the dye is of value. Failure of the gall bladder 
to fill is suggestive. Surgical removal of the 
gall bladder offers the only hope of cure, but 
usually the disease is so far advanced when 
this course is followed that complete removal 
is not possible. Recurrences and metastases 
are frequent, even where the growth was small 
at first operation. The authors report the 
histories of 19 cases of carcinoma of the gall 
bladder. Most of the patients succumbed with- 
in a few months after operation. 

G. E. LEARMONTH 


Injuries of the Thorax. Head, J., Arch. Surg., 
1932, 25: 601. 


A series of 5 eases is reported of injury to 
the thorax, in each of which there was a free 
interval before serious complications ensued. 
In each instance the injury was a simple blow 
on the thoracic wall. In 2 there was a frac- 
tured rib, and in 3 no demonstrable injury of 
the thorax. Three of the patients developed 
spontaneous pneumothorax, with infection of 
the pleural cavity at intervals of the four and 
five weeks, respectively, after the injury. In 
the fourth patient, simple empyema developed 
two weeks after the injury. In the fifth, the 
symptoms of intrapleural hemorrhage appeared 
six weeks after what had seemed to be a negli- 
gible injury. It seems probable that in the 3 
patients in whom a pyopneumothorax developed 
the blow caused a contusion or laceration of 
the lung. The sudden onset of intense pain 
and the almost immediate appearance of severe 
pyopneumothorax suggest strongly that a focus 
of infection in the lung ruptured into the 
pleural cavity. Fusiform bacilli and_spiro- 
chetes were found in 2 of these 3 cases, which 
is probable evidence that the source of infection 
was the air passages, to which these micro- 
organisms which are normal inhabitants of the 
mouth and pharynx, have ready access. In the 
fourth patient, no communication existed be- 
tween the empyema and the lung. This was 
probably an instance of late infection of a 
pleural hematoma, or one in which the lung 
infection extended to the pleural cavity, as in 
ordinary pneumonias, without necrosis and rup- 
ture of the lung. It is difficult to decide in the 
fifth ease what the sequence of events was. The 
intrapleural hemorrhage may have followed im- 
mediately the injury, giving rise to no severe 
symptoms until the clot formed and infection 
developed. This patient died. All of the others 
recovered. 

G. E. LEARMONTH 


Colles’s Fracture. Platt, H., Brit. M. J., 1932, 
2: 288. 


The author discusses the history of this 
fracture. Diagnosis is easy in the presence of 
marked deforniity. In minor degrees of dis- 
placement the loss of the normal anterior 
concavity of the lower end of the radius is of 
value. Radiography is required for ultimate 
diagnosis. Cases with a large hematoma are 
easily treated under local anesthesia. Reduc- 
tion is accomplished by hyperextension of the 
wrist and combined palmar flexion, adduction, 
accomplished by direct pressure. The _ best 


splints are Gutter splints of light metal, used 
in conjunction with two controlling pads. 
Anterior and posterior plaster strips applied 
These 


directly to the skin are also of value. 
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fractures are best kept up five weeks. Only 
those patients who are likely to be slow in 
obtaining full mobilization by their own un- 
aided efforts are treated with physiotherapy. 
While in the splint movement is encouraged in 
the thumb, fingers, elbow and shoulder. Of 111 
patients treated in this manner only 3 poor 
results were obtained. STuartT GORDON 


Pneumococcal and Streptococcal Peritonitis. 
Ward, L. E., Brit. M. J., 1932, 2: 704. 


Pneumococeal peritonitis — chiefly affecting 
female children—is very fatal in its diffuse 
form. The commonest route to the peritoneum 
is via the genital tract in females. Other rarer 
routes are via the blood stream, the intestinal 
tract, and the lymphaties through the dia- 
phragm. In female children the infection is at 
first localized to the lower abdomen; in male 
children, it is more diffuse from the beginning 
and is probably, usually blood-borne. The 
intestinal route is very rare. 

Diagnosis is made on the usually charac- 
teristic clinical picture. The onset is oftenest 
gradual, with indefinite malaise for several 
days. Vomiting and diarrhea with abdominal 
pain are early signs. The temperature is high; 
the pulse and respirations raised. Distension 
is early and central. The abdomen is resistant 
but doughy and tender. The quick respiration 
and ‘flushed, anxious, slightly cyanotic, appear- 
ance suggest pneumonia. Mild cases may not 
be diagnosed for several weeks when they have 
localized. In females, tenderness and rigidity 
is first maximal above the pubes. Diagnosis 
from streptococeal peritonitis is difficult but 
unimportant. It is most important to differen- 
tiate the peritonitis of acute appendicitis. The 
appearance and history is the best guide. In 
appendicitis:in children, pain at onset is always 
central; later, there is always hard rigidity, 
with maximum tenderness in the right iliac 
fossa. 

The treatment in mild localized cases is 
obviously simple drainage. In early severe 
diffuse types, the problem is that of the septi- 
exmia. In France, Canada and America, opera- 
tion is not performed early, since incision 
before localization in any septicemic condition 
has been found to be bad. If the diagnosis is 
certain, operation is contraindicated. If there 
is some localization, simple drainage is advised. 
If the diagnosis is uncertain, especially in 
males, quick laparotomy under gas-oxygen, to 
inspect the appendix and institute pelvic 
drainage, is the procedure. Rapid typing of 
the organism and administration of specific 
serum is very desirable. Fluids and glucose in 
large amounts are necessary. 

Streptococcal peritonitis is almost invariably 
fatal, with the present virulent strain of 


streptococci. Operation is, then, contraindi- 
eated, except to rule out possible appendiceal 
peritonitis. Serum, blood-transfusion and fluids 
are the best measures. 

W. ForD CONNELL 


Obstetrics and Gynecology 


Breech Presentations and Their Delivery. Stud- 
diford, W. E., J. Am. M. Ass., 1932, 99: 1820. 


Breech-presentations constitute about 3 per 
cent of all deliveries. The exact estimation of 
fetal mortality due solely to breech-presentation 
is difficult since the class of premature or 
macerated babies, those with fetal anomalies in- 
consistent with life, or those complicated with 
placenta previa, should be set aside. Of the 
remainder, the fetal mortality in most of the 
series reported lies in the neighbourhood of 10 
per cent. The anatomical causes of death con- 
sist of intra-cranial, spinal, intra-abdominal and 
other traumatic lesions. In ante-partum care 
diagnosis is important, but in some cases may 
be very difficult. Where there is any doubt 
after a careful examination a roentgenogram is 
indicated. In known eases of breech-presenta- 
tion repeated effort should be made to perform 
external version. A certain percentage of cases 
will fail owing to engagement of the breech, 
thickness of the abdominal wall, hydramnios and 
extended legs. In cases which prove impossible 
of correction, the pelvic measurements should 
be checked. In one series of breech-presenta- 
tions the incidence of abnormal measurements 
was found to be 18 per cent among primipare 
and 22 per cent among multipare. When still- 
birth occurred the incidence of abnormal pelvis 
rose to 55 per cent among the primipare, and 
to 32 per cent among multipare. Careful atten- 
tion should be paid to the size of the fetus. 

In the conduct of labour in breech-presenta- 
tion every effort should be made to preserve the 
amniotic sac intact. Immediately after rupture 
of the membranes a vaginal examination should 
be made, to rule out the presence of prolapsed 
cord. In the second stage the policy should be 
one of watchful waiting. The indications for 
intervention should be failure of labour to pre- 
gress and evidence of fetal distress. At Sloane 
Hospital intervention in breech deliveries has 
been reduced as much as possible. The method 
of delivery at Sloane Hospital is described fully. 
Only on rare occasions is the use of forceps on 
the aftereoming head found necessary. The 
fetal heart must be observed constantly, and 
should slowing and irregularity appear and 
remain present between pains breech extraction 
should be undertaken immediately. In cases 
with premature rupture of the membranes, weak 
and irregular pains, the introduction of a bag 
often causes the pains to become strong and 
regular, the smallest bag possible being used. 
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Cesarean section in the neglected cases is not 
always- wise. In cases of prolapsed cord re- 
placing the cord and using bags may save some 
infants. 

Cesarean section should be sharply restricted 
to those cases in which there is a definite indica- 
tion other than the presentation of the fetus. 
In the hands of even the best operators the basic 
maternal mortality from Cesarean section is 
certainly from three to five times greater than 
that of delivery by the vagina. A marked degree 
of pelvic contraction, of course, should be con- 
sidered as a certain indication. In lesser degrees 
the operation should be performed only in the 
presence of an extremely large fetus. Cssarean 
section is indicated in elderly primipare when 
the fetus is large and where the desire for a 
living child is very strong. When the decision 
is made to perform a Cesarean section in a case 
with breech-presentation, roentgenographic ex- 
amination of the fetus is indicated, since the 
incidence of anomalies is high. 


Ross MITCHELL 


Adenocarcinoma of the Vagina. Strachan, G. L.. 
J. Obst. & Gynec. Brit, Emp., 1932, 39: 566. 


Carcinoma of the vagina may be either a 
primary epithelioma, or secondary to carcinoma 
of the cervix, or, as in the two cases reported, 
an adenocarcinoma. Primary adenocarcinoma 
is very rare, but may arise from aberrant 
cervical glands which have become incor- 
porated in the vaginal epithelium, or from 
fragments of the Wolffian ducts, or from an 
endometrioma of the recto-vaginal septum. In 
each of the two cases reported the vagina was 
entirely filled by a large friable mass arising 
from the posterior vaginal wall, while the 
cervix and uterus were entirely free. In both 
cases, the tumour was easily removed digitally 
without much hemorrhage. The base of the 
tumour was then radiated, in the one case-4,680 
mgrm. hours being given, and in the second 
2,640 mgrm. hours. The prognosis in vaginal 
carcinoma is not good, the life-expectation is 
about 18 months, according to Roger Williams. 

ELEANOR PERCIVAL 


Ante-Natal Radiology. Roberts, R. E., Brit. 


M. J., 1932, 2: 621. 


Ante-natal radiology gives valuable informa- 
tion in the following respects — diagnosis of 
pregnancy after the sixteenth week, differential 
diagnosis of pregnancy from hydatidiform mole 
and pelvic tumours, the estimation of the age 
of the fetus, the position and presentation of 
fetus, estimation of pelvic measurements, in- 
vestigation of possible disproportion between the 
fetus and maternal pelvis, investigation of cause 
of hydramnios with special reference to multiple 
pregnancy and fetal abnormalities, the diag- 
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nosis of extrauterine pregnancy and of intra- 
uterine death. Neither in the author’s experi- 
ence nor in that of others is there any evidence 
that diagnostic ante-natal exposure to x-rays is 
in any way harmful to the fetus or mother. 
Ross MITCHELL 


Ophthalmology 


The Effects of Adrenaline on the Intra-Ocular 
Pressure and Its Clinical Significance. Duke- 
Elder, W. S., Duke-Elder, P. M. and Colle, 
J.C., Brit. J. Ophth., 1932, 16: 87. 


Much work has been done upon the action of 
adrenaline on the pressure of the eye when the 
drug has been administered as drops in the 
conjunctival sac, as a sub-conjunctival or retro- 
bulbar injection, or by the intravenous route. 
The importance of the matter from a clinical 
point of view is considerable, inasmuch as 
adrenaline has been widely advocated and em- 
ployed as a measure for lowering the intra- 
ocular pressure in cases of glaucoma, more par- 
ticularly of recent years by Hamburger in the 
synthetic preparation ‘‘glaucosan’’, In the ex- 
perimental observation of its effects, the intra- 
venous route of administration is the most satis- 
factory method to employ owing to the rapidity 
and the constancy of the subsequent reaction, 
and this paper deals solely with this aspect of 
the matter. 

The experimental methods are described in 
detail and the results given. The authors con- 
clude that, judged from pressure records in the 
intact animal and the artificially perfused eye, 
from the change of blood flow as recorded by 
temperature changes, and from the direct obser- 
vation of the intra-ocular vessels, the action 
of adrenaline upon the eye itself, uncomplicated 
by the effects of the general circulation, is four- 
fold: 1st, in small doses it dilates the capillaries 
and raises the intra-ocular pressure; 2nd, in 
large doses it constricts the arterioles and capil- 
laries, and lowers the pressure; 3rd, in any dose 
it constricts the plain muscle of the orbit, and 
raises the pressure; and 4th, it dilates the pupil, 
an action which appears to be without any 
significant influence on the intra-ocular pres- 
sure, since it may be associated with either a rise 
or a fall. In man the action of Miiller’s muscle 
in raising the inter-ocular pressure will be very 
much less than in the dog, owing to its very 
small development in the former; it is probable 
indeed that it may be neglected altogether. De- 
pending upon the dose in which it becomes 
effective in the eye, it will either dilate the 
minute vessels, raising the pressure, or constrict 
them, tending to lower the pressure, and the 
possibility of the constriction becoming effective 
will depend upon the extent to which the drug 
is absorbed into the general circulation. The 
fact that the vessels of the eye react less marked- 
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ly than those of large areas elsewhere in the 
body makes ocular changes subservient to gen- 


eral changes. A further complication arises 
which can only be referred to briefly at present. 
After the minute vessels have been exposed to 
the action of histamine-like substances they 
undergo a refractory phase wherein adrenaline 
is without constrictive effect. How far this may 
account not only for the frequent failure of 
adrenaline to produce a hypotensive effect in 


cases of acute glaucoma but also for the fact 


that it may raise the pressure still further will 


be made the subject of a future communication. 
S. HanrorD McKEE 


The Clinical Significance of the Ocular Muscu- 
lature. Duke-Elder, W. S. and Duke-Elder, 
P. M., Brit. J. Ophth., 1932, 16: 321. 


Operative akinesia.—The enormous influence 
of the extra-ocular muscles on the intra-ocular 
pressure demonstrates the necessity for ade- 
quate akinesia in all intra-ocular operations. 
When it is remembered that a relatively mild 
contraction of the orbicularis raises the intra- 
ocular pressure from 27 to 53 mm. Hg., the 
danger of loss of vitreous in a cataract extrac- 
tion is obvious unless this muscle is thrown out 
of action. It follows that in all such operations 
the orbicularis should be paralyzed, either by 
injection of the facial nerve as it crosses the 
ramus of the mandible or by a local injection 
around the orbit. The former method is the 
prettier, the latter the easier and more certain. 
Further, the action of looking down raises the 
pressure of the eye by the contraction of 
the recti, a rise which becomes quite marked 
if the action is forced. If every precaution 
is to be taken, a retro-bulbar injection of 
novocaine should be employed. This should be 
employed as a very dilute (0.25 or 0.5 per cent) 
solution injected immediately before commenc- 
ing the operation, so that the muscles are not 
wholly paralyzed but merely weakened, allow- 
ing the patient to look down but not to do so 
forcibly; or, alternatively, a stitch should be 
inserted into the superior rectus so that the 
eye can be adequately controlled. Such a 
procedure incidentally infiltrates the ciliary 
ganglion, thus rendering the inner eye complete- 
ly anesthetic, and results in a degree of im- 
mobility and control which has to be seen to be 
believed. S. HanrorD McKEE 


Pathology and Experimental 
Medicine 
The Hereditary Factor in Human Neoplasms. 


Macklin, M. T., Quart. Rev. Biol., 1932, 7: 
257. 


This paper sets out to show that there is a 
hereditary factor—the evidence being sought 
in death statistics. 


Since 1 in 8 or 10 persons 
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over 40 years of age die of cancer, it is usually 
taken that chance alone accounts for several 
members of one family being affected by the 
disease. Moreover there are many cases where 
no family history is obtainable. 

The following are some of the arguments 
suggested as refuting the usual teaching on the 
subject. (1) The same type of cancer may 
reappear in the same organs in a given family. 
(2) Only a small proportion of those exposed 
to irritation (smokers, paraffin workers, those 
working with x-rays, radium) or animals ex- 
posed to tar, develop the disease. Special 
instances from Warthin’s cases are quoted, and 
reference is made to Peck and LeFevre’s 
figures re trauma and tumours of reproductive 
organs. (3) Tumours tend to appear at the 
Same age, and in the same organ, and of 
the same type in a given family. If one twin 
develops a growth, the other will. (4) Tumour 
of the breast after trauma appears at 20 in one 
family, at 60 in another. (5) Rare kinds of 
tumour run in families. Calculations are made 
in a particular instance to show that cancer 
was 196 times as frequent in a certain family 
as in the general population. 

The theories of inheritance of cancer are next 
discussed in terms of recessive, dominant or 
multiple factors. The family just quoted does 
not furnish evidence of a recessive factor. 
Cases are quoted to show that the dominant 
factor is not ruled out (e.g., Frazier’s case of 
5 generations with 38 persons affected with 
neurofibroma of the eighth nerve—which gives 
an incidence 100,000 times as great in this 
family as in the general population). Different 
families may show different types of in- 
heritance. 

Statistical methods are next discussed—the 
chances of a particular person developing 
eancer. Thus, 4 persons in one family are 
found to die of the disease before 22 years of 
age, and yet ordinarily cancer at this period 
does not occur oftener than once in 411,000 
persons, This certainly strongly suggests some- 
thing unique about that family. Again, 1 in 
every 940 persons aged 70-76 dies of breast 
cancer. But 3 were in one family. The chances 
of a person aged 44 to 47 having sarcoma of the 
choroid are 1 in 530,775; but 2 brothers in one 
family had it. 

Whether the inheritance is as such or merely 
as a predisposition is not discussed, as being 
unimportant from the practical standpoint. 
The point is that in the germ-cell there is a 
factor or factors in consequence of which the 
cells of a certain locality will undergo pro- 
liferation later on in the individual’s life, break 
loose, and finally take up a new abode in the 
body. Consideration of this fact should help 
the achievement of an early diagnosis. 

-A lengthy literature is given. 0. C. GruNzR 
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The Relation of the Duodenal Mucosa to 
Insulin. Laughton, N. B. and Macallum, A. 
B., Jr., Proc. Roy. Soc. London, 1932, B 111: 
37. 

The observation of Heller, that artificial 
hyperglycemia produced by the “injection of 
glucose into rabbits could be checked by ex- 
tracts of duodenal mucosa, has been confirmed 
and extended. The extracts are made from 
bovine duodenal mucosa with acid alcohol and 
are adsorbed on calcium phosphate. Hyper- 
glycemia produced in rabbits by adrenaline 
injection is also checked. The effect is very 
well seen in the partially depancreatized dog, 
which gives a diabetic type of blood-sugar 
time-curve unless the duodenal extract is ad- 
ministered ; but the extract is without effect in 
totally depancreatized dogs, hence it is sup- 
posed to stimulate or to accelerate the secretion 
of insulin from the pancreas. However, it does 
not produce hypoglycemia in normal animals. 


The extract is practically free from secretin. 
D. L. THOMSON 


Diuresis in Patients with Congestive Heart 
Failure. Herrmann, G., Stone, E. T., Sechwar, 
KE. H. and Bondmant, W. W., J. Am. M. Ass., 
1932, 99: 1647. 


(Edema is a great problem in these cases, and 
when we can do away with it there is great 
improvement in the patient’s condition, even 
when the agents used have no effect on the 
heart directly. What is the mechanism of 
diuresis? Extrarenal factors, such as venous 
stasis, anoxemia with increased permeability of 
the capillary wall, and other chemical tissue 
reactions may play a considerable part in the 
production of edema, but they can have little 
to do with the diuresis produced by a known 
therapeutic agent. Whatever effect some of 
these agents may have on the general circula- 
tion, it is what happens in the glomeruli and 
tubules that brings on diuresis. The authors 
of this article have done extensive research to 
find out what goes on in the kidneys of such 
patients and how they react to different agents. 
To avoid being confused by the spontaneous 
diuresis that follows a few days’ complete rest 
and proper diet, they gave the patients at least 
3 days of this treatment. Is the reason for 
diuresis that more glomeruli are in action or 
that there is less reabsorption in the tubules? 
Digitalis and theophylline-ethylenediamine ap- 
parently increase the glomerular filtration and 
decrease the tubular reabsorption. Mersalyl 
(salyrgan) markedly reduces absorption; the 
tubular epithelium is definitely affected and 
will even go on to necrosis in time. By giving 
the mercury preparation before digitalis and 
other agents that increase glomerular filtration 
we ‘have a persisting reduction in absorption 


and an increased volume through the glomeruli 
as well. The mercury preparations produce 


the greatest lowering of the blood chlorides. 
P. M. MAcDONNELL 


Glycosuria Following Injections of Anterior 
Pituitary Extracts. Baumann, E. J. and 
Marine, D., Proc. Soc. Exptl. Biol. Med., 1932, 
29: 1220. 


Houssay has found in amphibians, and oc- 
casionally also in dogs, that removal of the 
pancreas does not produce diabetes if the 
anterior pituitary is also removed; this sug- 
gests that the anterior pituitary has an endo- 
erine function antagonistic to that of the islets 
of Langerhans. The treatment of normal 
rabbits with simple: saline extracts of bovine 
anterior pituitary for six days leads not only 
to the well-known hypertrophy of the mam- 
mary glands, luteinization of the ovaries, and 
hypertrophy of the thyroid and the suprarenal 
cortex, but also to hyperglycemia, polyuria, 
lipemia, and glycosuria; the urine sometimes 
contained as much as 18 per cent of glucose. 
This confirms observations made on dogs by 


Evans. 
D. L. THOMSON 


Therapeutics 


The High Carbohydrate Diet in the Treatment 
of Diabetes Mellitus. Graham, G., Clark, A. 
and Robertson, H. E. W., The Lancet, 1932, 
2: 990. 


In 1931, Dr. Graham published the results of 
an experiment on 15 ‘‘pedigree’’ cases of 
diabetes who had been under treatment with 
insulin and the usual low carbohydrate diet 
since 1924. These patients were taken off their 
former diet of protein 70 grm., carbohydrate 
40 to 50 grm., and fat 125 to 150 grm. and placed 
on a diet of protein 70 grm., carbohydrate 100 
grm., and fat, 100 grm. The results after 20 
months were so satisfactory that a further series 
of 40 cases were placed on the new diet. The 
first series showed, after 20 months, a decrease 
in the amount of insulin used, for the whole 
series. The 40 cases have been under high carbo- 
hydrate treatment for periods of from 8 to 28 
months and at present something over 200 units 
more insulin are being used per diem for the 
whole series than formerly. Many eases are still 
improving, however, as regards their insulin re- 
quirement, and the caloric intake is on the whole 
higher. The more severe cases have shown the 
greatest degree of improvement in their carbo- 
hydrate tolerance. . 

It is suggested that improvement is due to 
the readjustment of the carbohydrate-fat bal- 
anee; that the presence of aceto-acetie or 
B-oxybutyrie acid in the blood may cause in- 
creased demand for insulin, as does the presence 
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of a staphylococeal infection, 
intermediate product of metabolism is respon- 


Possibly some 


sible. It is inadvisable to cut the fat in the diet 
below 100 grm., except in the case of children, 
who tend to form acetone bodies very readily. 
There has been no evidence that improvement in 
carbohydrate tolerance has been due to any 
change in the B-cells of the pancreas. 

W. Forp CoNNELL 


Addison’s Disease and its Treatment with 
Cortical Extract. Simpson, S. L., Brit. M. J., 
1932, 2: 625. 


The recent production of an active cortical 
extract and its successful employment as a sub- 
stitution therapy in cases of Addison’s disease 
proves that this part of the gland is essential 
to life. The writer first employed Swingle and 
Pfiffner’s own preparation and more recently 
Eucortone (Allen & Hanbury). Another prep- 
aration of the cortex, Eschatin, has been found 
efficacious in America. It would appear that 
life may be indefinitely prolonged in most cases 
—possibly to old age. 

Four successfully treated cases are selected 
for brief mention. One, first seen when comatose 
2 years ago, received only four treatments of 
intravenous extract, and is alive and well, taking 
no further treatment. All other cases have re- 
quired a constant maintenance dose, as with 
insulin in diabetes. Two failures are reported 
—one, who died several weeks after voluntarily 
discontinuing the extract; another who died 
shortly after the onset of a septic throat. 

The extract may be administered intraven- 
ously (in erises), intramuscularly or subeutane- 
ously (small doses only). Add 1 per cent novo- 
caine in the latter methods, to obviate pain. 
The dose is-a matter of experience. A high 
blood urea, very low blood sugar, or high blood 
calcium or phosphate suggests a grave condition. 
In crisis, give to start with 50 ce. extract 
intravenously. There is some danger of protein 
shock in allergic cases, Dehydration and 
oliguria are important factors in crisis and must 
be treated with abundant intravenous glucose 
and saline. During an infection the maintenace 
dose, which may be 10 ¢.c., must be doubled. 

All the symptoms and signs of the disease 
including pigmentation respond to the treat- 
ment. The blood sugar tends to remain sub- 
normal, and also the blood pressure. Amenor- 
rhea, impotence, ete., disappear. 

The need for a cheaper extract is great. At 
present, the average maintenance dose is ob- 
tained from the glands of 15 oxen. The cost is 
about £10 per patient, weekly. 

The author suggests that there are several 
internal secretions of the cortex, unevenly repre- 
sented in the present extracts; that there is 
some at present ill-defined physiological rela- 
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tionship between the cortex and medulla; al- 
though the cortex is the portion essential to life, 
the absence or diminution of adrenalin plays 
some part in the symptomatology of Addison’s 


disease. 
W. Forp CoNNELL 


The Question of Therapeutic Abortion in Ad- 
dison’s Disease. Bachner, F., Zentralbl. f. 
Gynak., 1932, 56: 1039. 


The author points out the serious results of 
pregnaney as a complication in a case of 
Addison’s disease, and advocates the early use 
of therapeutic abortion. In support of this 
contention the following case is described. A 
woman of 32 years developed signs of Ad- 
dison’s disease during the third month of 
pregnancy. There was complete loss of ap- 
petite, repeated vomiting, and loss of 54 
pounds weight. The pulse became irregular 
and poor of quality, and the skin and mucous 
membranes became bronzed. The pregnancy 
was very difficult but was finally terminated in 
a normal full-time delivery of a healthy child. 
About 8 months after delivery treatment was 
instituted by the use of an extract of the supra- 
renal cortex, with immediate and marked 
improvement. The patient was so much bene- 
fited that she was able to return to her usual 
way of life and finally discontinued the treat- 
ment. Not long after this her symptoms 
returned with great severity. She had not had 
a menstrual period for 2 months so the usual 
biological tests were performed to discover 
whether she was pregnant. The tests were 
definitely positive so a therapeutic abortion 
was undertaken at once with immediate and 
marked improvement. 

It is affirmed that the attitude that the 
mother should be sacrificed in order to obtain 
a living child has been completely altered by 
modern successful therapeutic measures, and 
that abortion should be practised early in all 
cases of pregnancy in Addison’s disease. 


L. G. MONTGOMERY 


The Therapeutic Application of Gonadotropic 
Hormones. Johnstone, R. W., Wiesner, B. P. 
and Marshall, P. G., The Lancet, 1932, 2: 509. 


This paper is a preliminary note on clinical 
experimental work in sex-hormones. The com- 
plexity of this group of hormones is again 
emphasized and a brief statement made of the 
probable division of major importance :— 

1. Two definite ovarian hormones, A—ecestro- 
genic, B—originating in corpus luteum affect- 
ing the endometrium; two other assumed 
factors of ovarian origin, not isolated, one 
affecting metabolism and one rendering the 
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uterine musculature immune from the con- 
tracting action of posterior pituitary hormones. 


2. Two ‘‘gonadotropic,’’ ovary-stimulating, 
anterior pituitary factors Rl and R2 (Prolan 
A and B) not yet separated from one another. 
This R-factor mixture has been used in clinical 
experiments. Primary amenorrhea shows little 
or no improvement. Secondary amenorrhea 
responds promptly and shows a large per- 
centage of cures after injection of R-factors. 
Menorrhagia has not responded dramatically, 
but certain cases in younger subjects have been 
cured. Dysmenorrhea has shown some striking 
results, but cases are as yet too few to be con- 
elusive. The depression of excessive uterine 
muscular activity by luteal extracts or 
corpus luteum—stimulating hormones (which 
inhibit pituitrin contraction) holds very great 
promise. The prevention of functional abortion 
by use of R-factors which maintain or intensify 
ovarian — particularly luteal —secretion has 
been most satisfactory. Cases have been 
carried to term and one beyond term by regu- 
lar injection of R-factors. The anti-pituitrin 
effect is striking. Some questions of the action 
of these various hormones in relation to other 
bodily functions are set forth and briefly dis- 
cussed. 


J. B. Ross 


Harmful Effects of Nitroglycerin with Special 
Reference to Coronary Thrombosis. Prodger, 
S. H. and Ayman, D., Am. J. M. Sci., 1982, 
184: 480. 


Prodger and Ayman have made direct observa- 
tions on the effect of nitroglycerin in therapeutic 
doses administered to 110 patients. Alarming 
toxic reactions occurred in 4 cases. In each case 
there was a rapid and marked fall in blood 
pressure with slowing of the pulse rate and 
collapse. Severe constitutional symptoms, as 
cold perspiration, weakness, restlessness, anxiety 
and pallor. were common to all four cases. In 2 
patients the blood pressure became so low that 
it could not be recorded and the pulse was 
imperceptible. Instill another case these changes 
were checked by the quick use of epinephrin. 
In one case heart-block followed the use of the 
usual dose of the drug, while in another the 
course of coronary thrombosis was thought to 
be unfavourably influenced. The authors feel 
that the physician who prescribes nitroglycerin 
should have the patient under observation when 
the first dose is taken, in order to control its 
harmful effects in those who have an idiosyncrasy 
to the drug. They advise also a small initial 
dose, one two-hundredth or one three-hundredth 
of a grain. The marked lowering of the blood 
pressure which it induces may be harmful in 
cases of coronary thrombosis. 


E. 8S. MILLS 


Obituaries 


Dr. Lewis Adam Clarke died in Calgary on 
October 9, 1932, after a long illness, at the age of 
fifty-nine years. He was born in Melbourne, Ont., 
and received his preliminary education at the High 
School in Strathroy, Ont. He attended the medical 
department of Western University, but later trans- 
ferred to Trinity College, Toronto, where he graduated 
in 1904, coming west to Langham, Sask., in the same 
year. In 1919, following a post-graduate course in 
New York, he came to Calgary where he became 
engaged in the practice of pediatrics. He took an 
active part in the Calgary Baby Clinic from the time 
of its organization in 1919. To those who knew him 
intimately Dr. Clarke had many fine characteristics, 
among them a kindliness of manner which appealed 
to his friends and patients alike. He is survived by 
his wife, a son, and three daughters. 





Dr. William Northup Cochran (Dalhousie, 1901) 
died suddenly at his home Mahone Bay, N.S., on 
November 5, 1932. He had been in practice in Mahone 
since 1905. He served for several years on the Executive 
of the Nova Scotia Medical Society and served overseas 
from 1915 to 1918. 





Dr. James Douglas Densmore. News has been 
received of the death at Manchester, New Hampshire, on 
November 27, 1932, of Dr. J. D. Densmore, one of the 
oldest graduates of the Halifax Medical College. He 
graduated in medicine in 1877. In 1928 he was elected 
to an honorary membership in the Nova Scotia Medical 
Society. 





Dr. Alfred Drouin, of Bagotville, died on Novem- 
ber 22nd at Chicoutimi at the age of 60. He was of 
extremely artistic temperament, and under his direction 
the orchestra and choral society of Bagotville gave 
several enjoyable public performances. 





Dr. Jacob Henry Hoover, of Tillsonburg, Ont., 
the town’s oldest practising physician, died in his 72nd 
year on November 19, 1932, after a severe heart attack. 

Born at Kingsmill, Ont., he was a graduate of 
Trinity College, Toronto (1887), and had practised 
medicine for a period of 47 years. He took over the 
practice of the late Doctor Kingston in Vienna, Ont., 
moving to Tillsonburg 27 years ago. His wife pre- 
deceased him two years ago and he is survived by one 
brother, G. W. Hoover, of London. 





Dr. John Edward Henry Kelso, of Edgewood, B.C., 
passed away at his home, ‘‘Braeside,’’ Edgewood, on 
August 5, 1932, at the age of 72. 

Born in Fort Bellary, Madras, India, on May 21, 
1860, he was the younger son of Col. Andrew Kelso, 
commanding the 3rd Madras Light Cavalry. He was 
educated in Edinburgh, where he took his M.B., C.M., 
in 1883, and his M.D. in 1906. He won the Gold Medal 
in anatomy, and was Senior Demonstrator in Anatomy 
at the Royal College of Surgeons, Edinburgh. Later 
he held appointments at the Brompton Hospital for 
Diseases of the Chest, London, and at the Rotunda 
Hospital, Dublin. 

Dr. Kelso had travelled greatly, and had practised 
among the North Sea fishermen, in India, Morocco, 
Scotland, and the south of England. In 1913 he came 
to British Columbia. ; 

As an ornithologist, he was well known on both 
sides of the Atlantic, and his specimens may be seen 
in the South Kensington Museum, and in the Pro- 
vincial Museum at Victoria, B.C. He was a member 
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of the British Ornithologists Union, an Associate of 
the American Union, and had published a number of 
works on birds. 

He is survived by his wife, one son in England, 
and one grand-daughter at Edgewood. 





Dr. John Edward Matheson, a graduate of the 
University of Toronto in 1927, died suddenly in 
Vancouver on November 9, 1932. He was a member 
of the staff of the bacteriological laboratories of the 
Vancouver General Hospital and had given promise 
of a brilliant career. 





Dr. Clovis Mayrand, of Connacona, died on 
November 21st at the age of 33. He was a graduate 
of Laval University of Quebec, and began practice 
in 1924. He was the victim of a lingering illness 
which shortened a career of promise. 





Dr. Daniel S. McMillan. On June 27, 1932, there 
passed away, after an operation for cancer, in the 
General Hospital, Hamilton, Ont., a United Church elder, 
a Doctor of Medicine, and a rare Christian man. Dr. 
D. S. MeMillan after graduating from the Western 
University in 1904 felt the lure of the far West and 
located in the foothills town of Granum, southern 
Alberta, in the days when the romance of ranching and 
the indolent looping prairie trails were giving way to 
the industry of agriculture and rectangular fields and 
roadways. Here he built up by his fine personal qualities 
and splendid medical skill a wide practice. As a physi- 
cian his gifts were above the average. He knew his 
work and was capable of developing his own ideas in 
original and effective methods of treatment. He was 
assiduous and unsparing of himself where the welfare of 
his patients was concerned, but he possessed such 
abounding sympathies and openess of nature that his 
accounts lagged far behind his services. 

As a citizen he was warm in his advocacy of public 
morality, law and order, but ever with a relenting 
tenderness to those taken in a fault. His interest in 
public affairs was always keen and alert, and on one 
occasion he all but captured the constituency of McLeod 
as a candidate for the Provincial Government. 

After many active and happy years in the West he 
removed with his wife and young family, for health 
reasons, and established himself at Westdale, Hamilton. 
Here he became known not merely as a physician but as 
a friend. People came to consult him, not only on 
medical but on human problems. His influence widened 
and his sympathetic deepened, he became the friend of 
the poor and his political creed of former years was 
discarded for an active and enlightened Christian 
socialism. He had a rare brightness and receptivity of 
mind, a virile courageous spirit and a most infectious 
laugh. His laugh I will always remember; one of the 
most completely medicating laughs I have ever known. 
It was a real tonic in itself. One of the friendliest of 
men who seemed waiting for you always with open doors. 
One can almost see him there with his bright coronal in 
the land of day, in that radiant rejuvenation of his 
manly youth that the yonder world will bring, and I see 
upon his face that old and eager smile of welcome with 
which he ever took one in to the best he had to give, 
for he gave himself always in his friendship, and now 
that he is with the fadeless Friend what wealth of 
friendliness will he be storing up for those who one by 
one shall follow, after the tryst of Life is over. 

‘*Doctor Dan,’’ as he was familiarly known to all 
his friends, was a wonderful brother-man, a great- 
hearted man’s man and a man to love. We join in shar- 
ing with his bereaved family and relatives their legacy 
of beautiful memory and loving admiration. 


A. O. PATERSON, 
New Westminster, B.C. 


Dr. Charles Thompson Noble, of Sutton, Ont., 
Canada’s oldest doctor died on November 8, 1932, at 
the age of one hundred and one years. He was born 
at Markham, Ont., in 1831, and for two years (1853- 
1854) attended the Medical School of McGill Univer- 
sity. He completed his studies in the United States 
and took his M.D. degree at Victoria University, in 
1856. 

His son, Dr. Charles Thompson Noble, Jr., 
graduated from McGill in Medicine in 1890. Both 
father and son have spent their lives in medical 
practice in Sutton, the ‘‘Old Doctor’’ being a familiar 
and revered figure in all the country round. He kept 
up active practice and the sport of fisherman until 
well past his ninetieth year. Even when he gave up 
practice he continued his favourite pastime of spearing 
fish through the ice of Lake Simcoe until he was 
ninety-five years old. For the last two years of his 
life Doctor Noble was blind and deaf. 

In spite of this his last public utterance was ‘‘I 
never worry. What’s the use. I don’t know how 
much longer I will live, but I have three meals a day, 
my family is good to me, so why should I worry about 
anything?’’ 





Dr. Philip Pattison Park, of Hamilton, died on 
October 16, 1932, at his home, in his seventy-fifth 
year. He was a graduate of Victoria University 
Medical School (1885). He was also L.F.P.S. Glasg. 
(1885) and L.R.C.P., L.R.C.S. Edin. (1886). 





Dr. Charles J. Patton, of Westmount, Que., died 
suddenly on October 27, 1932. He was in his seventy- 
fourth year. Doctor Patton was a graduate (1898) of 
the Chicago Homeopathic Medical College. 





Dr. Adélard Riverin died on November 16th at 
the Hétel-Dieu, St-Vallier, at the age of 64. In Dr. 
Riverin, Chicoutimi loses one of its best citizens. He 
was for a long time mayor of the town and was 
entirely associated with all the movements of progress 
in the neighbourhood. He enjoyed general esteem and 
leaves a memory of a kindly, active and devoted 
citizen. He waa Sheriff and Coroner for the district 
for several years. 





Dr. John Franklin Ross, of Kirkfield, Ont., died 
on November 25, 1932, in his 73rd year. His wife, 
the late Mary MacRae, predeceased him. He was the 
father of Dr. Alex C. Ross, and Mrs. W. W. Gordon. 

Dr. Ross graduated from the Victoria University 
Medical College in 1892. 





Dr. Dugald Stewart, of Bridgewater, N.S., very 
widely known throughout the province, died at his home 
on November 7, 1932. He graduated in Arts from Dal- 
housie in 1886 and in Medicine from the University 
of New York in 1892. Dr. Stewart in his student 
days was a prominent athlete. In addition to his 
professional duties he served as Councillor, and for a 
period of two years as Mayor. 





Dr. John Alexander Munro (M.D., McGill, 1905), 
died on October 13, 1932, at Amherst. Dr. Munro 
saw service overseas during the war. He was a 
prominent Mason and also took an active interest in 
polities. 





Dr. Ulric Valiquet, a well-known figure in military 
and medical circles, died suddenly at his residence in 
Ottawa on November 21st at the age of 51. Doctor 
Valiquet saw service overseas from 1915 onwards, and 
had a distinguished career, being raised to the rank of 
Major. He returned in 1919 to take up work with the 
Department of Pensions. 
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Hews Ftems 


Great Britain 


Presentation to Sir StClair Thomson.—Sir StClair 
Thomson has been presented with his portrait by his 
fellow members of the Section of Laryngology of the 
Royal Society of Medicine. In making the presentation, 
at the meeting of the Section on November 4th, the 
retiring president, Mr. W. G. Howarth, said that it had 
long been desired by the members to mark their appre- 
ciation of the distinguished services which Sir StClair 
Thomson had rendered to laryngology, and when the 
opportunity arose of acquiring the portrait painted by 
Adrian Klein it was immediately embraced. Sir StClair 
Thomson was one of the pioneers of British laryngology, 
and had devoted himself during laborious years to the 
advancement of this specialty, through many misunder- 
standings and discouragements. Few things, said Mr. 
Howarth, had contributed more to that advancement than 
the researches and encyclopedic knowledge embodied in 
Sir StClair’s own textbook. But he had been more 
than a pioneer and layer of foundations; he had also 
been an ambassador. By his many journeys abroad, his 
fluency in languages, his friendships with Continental 
laryngologists, and his membership of foreign societies, 
he had established the recognition of British laryngology 
far and wide. Above all, he had been the friend of 
laryngologists, a man of proverbial hospitality, and one 
who had done much good by stealth. Sir StClair 
Thomson, in returning thanks for the portrait, said that 
when, forty years ago, shyly and modestly, he crept into 
the back row at the meetings of the old Society of 
Laryngology, he little anticipated such an occasion as the 
present. With Rosencrantz in Hamlet, he held ambition 
‘‘of so airy and light a quality that it is but a shadow’s 
shadow.’’ Oscar Wilde had said that there was only 
one thing more disappointing than failure, and that was 
success. Without endorsing that sentiment, he rather 
felt like the man at the end of the war whose breast 
was decorated with a great array of medals, and who, 
when asked how he got them all, replied, ‘‘This first 
one came to me by mistake, and all the others came to 
me because I had got the first.’’ But it was the work 
which counted, more than any success that crowned it, 
and certainly far more than any applause that followed 
it. His only care had been to till to the best of his 
_ ability the small field of medicine in which destiny had 
placed him, and in so doing to earn the esteem and 
regard, possibly even the affection, of his colleagues. 
In this latter respect he could not help feeling, in view 
of that occasion, that he had in some measure succeeded. 
He realized at the same time that he had not been as 
patient and tolerant as, now that the years had taught 
him philosophy, he would have desired. He had learned 
that even in laryngology and rhinology God fulfilled 
Himself in many ways. Endeavours always came short 
of desires, and therefore the presentation humbled him, 
but at the same time it filled him with gratitude to all 
who had conceived it and carried it through.—Brit. M. J., 
1932, 2: 890. 





The Osler Club, London.—At a meeting held on 
November 18th, with the Foreign Secretary in the Chair, 
Dr. F. John Poynton, F.R.C.P., Senior Physician to the 
Hospital for Sick Children, Great Ormond Street, read a 
fascinating, amusing, and learned paper on ‘‘ Kelston, 
a Village in Somerset.’’ The lecturer devoted the 
greater part of his time to a careful and sympathetic 
study of Sir John Harington, author of ‘‘The Meta- 
morphosis of Ajax’’ (1596) and pioneer in sanitation; 
for he is generally credited with having invented the 
water-closet. An interesting discussion followed on what 
Adami would have called ‘‘a border-land subject of 
medicine, some may even think of the proprieties.’’ 


Among others the following took part: Prof. G. F. Still, 
M.D., Consulting Physician to the Hospital for Sick 
Children; Dr. E. A. Cockayne; Dr. William G. Wyllie; 
Dr. Wilfred J. Pearson, D.S.0., M.C.; Dr. Bernard E. 
Schlesinger; Dr. J. D. Rolleston, F.S.A.; Mr. Warren R. 
Dawson, F.R.S.E., Dr. Reginald C. Lightwood; and Dr. 
A. H. T. Robb-Smith. 


Alberta 


At the request of the special Legislative Committee 
appointed by the Provincial Government to investigate 
the subject of health insurance, representatives of the 
Council of the College of Physicians and Surgeons of 
the Province of Alberta, met in Edmonton early in 
November to discuss. with its members various phases of 
this difficult problem. Though the legislators expected 
that our representatives would have a well-defined plan 
which would make health insurance an operable project 
in this province, no such plan had been evolved. How- 
ever, they were able to formulate for the committee a 
comprehensive list of general principles which should be 
followed if health insurance or state medicine, as some 
call it, is to become effective and of value to every in- 
habitant. These suggestions are as follows:— 

1. Patients should have the right to exercise their 
choice of a physician wherever two or more physicians 
are available. 

2. The physician should not be on salary, but should 
be paid by fees agreed upon by the medical profession 
and the Health Insurance Commission, and thus be paid 
for the work actually done. 

3. No ‘‘patch-work’’ system should be adopted, but 
should cover the whole province, and give service to all 
those with minimum incomes, including the rural popula- 
tion. 

4. The system should provide the greatest possible 
incentives for the profession to do post-graduate work 
and thus keep up with the current of proved knowledge. 

5. Any plan at the present time should not embody 
the principle of financial compensation for time lost 
through illness. 

6. Definite and well recognized precautions should 
be taken to prevent excessive costs to the community 
through hospitalization and medical treatment of 
malingerers. 

7. Preventive medicine, with all that it includes, 
should be a prominent feature of any health insurance 
scheme. 

8. From the medical standpoint, the family physi- 
cian should be the centre of any successful plan, and 
the specialist should be secondary but readily at the call 
of the family doctor. This would apply also to the 
consultant who should be available when called by 
the physician. 

. 9. A proper and complete system of hospitals, with 
all the necessary aids, must be included in the scheme if 
success is to be attained. 

10. The scheme should be contributory and com- 
pulsory. 





The Council of the College of Physicians and 
Surgeons of Alberta has made an alteration in the scheme 
of one of the scholarships which it has for a number 
of years given to a student for highest general pro- 
ficiency in the first year. This will be awarded in 
future to the student of the second year in medicine 
ranking highest in general proficiency. 





At the November meeting of the Council of the 
College of Physicians and Surgeons the following resolu- 
tion was passed unanimously, ‘‘Resolved that we, the 
members of the Council of the College of Physicians 
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and Surgeons of Alberta, desire to place on record our 
high esteem and great appreciation of the character, 
ability, courage and cooperation of our President, Dr. 
Harold W. McGill, M.C., with whom we have worked on 
the Council for many years. We extend to him our 
heartiest congratulations on his appointment to the im- 
portant post of Deputy Superintendent-General of Indian 
Affairs for Canada, and believe that his general tact 
and fairmindedness will stand him in good stead in 
solving the many problems which will confront him 
in his new position, in which we wish him every 
success.’’ Doctor McGill has been one of the Alberta 
representatives on the Dominion Medical Council for 
the past eight years and has also given excellent services 
during his terms of office. 





The Council of the College of Physicians and 
Surgeons was recently impressed with the serious con- 
sequences which may follow the faulty recording of the 
dates of attendance of a physician on his patients, when 
these records were required to prove that the charges 
were reasonable and fair under all the circumstances 
connected with these patients. The physician was 
brought into court and relied on inadequate records to 
prove that his fees were just. The patients on the other 
hand stated under oath that the number of visits charged 
for had not been made. The judge was of the opinion 
that the accounts had been intentionally enlarged. Both 
the memories of the patients who kept no written records 
and that of the physician with indifferent records may 
have been at fault, and no wrong intention should be 
imputed to either side in this controversy. Over the 
desk of every physician should be inscribed and framed 
the old Chinese proverb ‘‘The best memory is weaker 
than the palest ink.’’ 





The newly constructed hospital at Wetaskiwin was 
officially opened on November 15, 1932, by Premier J. E. 
Brownlee, who complimented the people of the municipal 
district of Montgomery and the City of Wetaskiwin for 
the hearty cooperation which they had given, which had 
culminated in the completion of one of the finest hos- 
pitals in Alberta. Dr. E. A. Braithwaite, Provincial 
Inspector of Hospitals, also spoke on this occasion. He 
stated that this hospital was 100 per cent perfect. He 
explained about the three hospital systems in the 
province, and gave some timely advice on the adminis- 
tration of hospitals, and pointed out some of the benefits 
of having an up-to-date hospital in the community. This 
hospital has a minimum capacity of 28 beds and cost 
about $40,000. G. E. LEARMONTH 


British Columbia 


The Health Bureau of the Vancouver Board of 
Trade was successful this year in winning a beautiful 
silver trophy, offered by the Canadian Chamber of 
Commerce for annual competition to bodies interested 
in national health and safety. The competition is 
based upon aims and objects, facts and figures, and 
the activities of the subsidiary organizations as re- 
ported form the basis of the award. Twenty-two 
organizations contributed accounts of their work, em- 
bracing safety-first, first-aid, accident prevention, sight- 
saving classes, public health and educational activities. 





With the beginning of the new year, the activities 
and functions of the British Columbia Medical Asso- 
ciation will be taken over by the Council of the 
College of Physicians and Surgeons of British Columbia. 
This is the outcome of plans which have been maturing 
C. H. BAstTIn 


for some time. 


Manitoba 


Dr. Perey G. Bell delivered the address at the 
annual Remembrance Day service at the Medical 
College, University of Manitoba, on November 11. 





Dr. Egerton L. Pope, Professor of Medicine, 
Alberta University, delivered the annual Gordon Bell 
Memorial Lecture under the auspices of the Winnipeg 
Medical Society in the University of Manitoba on 
December 5th. His subject, developed in masterly 
fashion, was ‘‘Emotion and reason.’’ Following the 
lecture a reception in honour of Dr. Pope, who for 
many years practised in Winnipeg, was held in the 
Medical Arts Club rooms. 





Dr. E. W. Montgomery, late Minister of Health 
and Public Welfare, has been appointed Chairman of 
the Board of Health, with supervision of hospitals. 





At the annual guest night of the Scientific Club 
of Winnipeg Prof. R. G. Inkster, Professor of Anatomy, 
gave a most interesting address on ‘‘ Form in relation 
to function.’’ Ross MITCHELL 


New Brunswick 


Following their scheme of centralization of teach- 
ing, the Board of Commissioners of the Saint John 
General Hospital have decided that in future training 
in nursing of tuberculosis will be done in their own 
hospital instead of in the Saint John Tuberculosis 
Hospital as previously. 





The Saint John Medical Society was approached 
by a deputation from the Municipal Council in the 
month of November with a view to obtaining gratis 
from the Medical Society treatment for the unem- 
ployed poor during this winter. ifter much discus- 
sion, the municipal council deleg_¢cion was instructed 
that with the excellent hospital facilities already 
available in Saint John, and with the history of the 
medical situation over a number of years, it was felt 
that no one would suffer under the existing cireum- 
stances. As in other localities, medical men have 
always attended the sick whether they were in a 
position to pay for their treatment or not. On direct 
interrogation the members of the Municipal Council 
Committee were unable to quote a single instance 
when a sick person had been refused medical atten- 
tion on account of his lack of money. 





Late in November, Drs. W. R. McCausland and 
H. A. Prebble, of Boston, visited Saint John. Dr. 
McCausland appeared before the Rotary Club in an 
address on ‘‘The care of crippled children.’’ The 
following day, at a largely attended clinic at the 
Saint John Tuberculosis Hospital, Dr. H. A. Prebble 
gave an address on ‘‘ Peptic ulcer.’’ He reviewed the 
treatment of peptic ulcer from the earliest times in 
medical history laying great stress on the various 
methods of treatment used at the present day. His 
paper was listened to with great attention and much 
discussion followed. 

Dr. McCausland then gave an extemporaneous 
address on ‘‘Fractures of the hip-joint and compres- 
sion-fractures of the spine,’’ dealt with from the 
attitude largely of the Workmen’s Compensation 
Board and the insurance company. The visit of these 
two gentlemen was very much appreciated by the loca] 
Society. 








112 


Dr. G. B. Peat has been elected President of the 
New Brunswick Division of the Saint John Ambulance 
Association. 





Dr. E. T. Kennedy was re-elected mayor of Sussex 
for the next two years at the elections in November. 





Dr. J. P. MeInerney was elected President of the 
Saint John Branch of the Red Cross for the ensuing 
year. A. STANLEY KIRKLAND 


Nova Scotia 


The Honourable G, H. Murphy, Minister of Health 
for the province has issued a short letter to the 
medical profession, the hospitals and others associated 
with public health work. From it is quoted the 
following: 


‘*In connection with the tuberculosis problem a 
ten-bed annex was opened at Inverness last year in 
conjunction with the Inverness Memorial Hospital. 
In the middle of April the new Infirmary at the 
Kentville Sanatorium was opened, providing 84 beds 
for the tuberculous sick, and, later on in May, a 
twelve-bed annex was opened in connection with St 
Mary’s Hospital at Inverness. The latter part of the 
year saw the opening of two annexes, one at Sydney 
with a capacity for 44 beds, and another at St. 
Martha’s Hospital, Antigonish, with a capacity of 50 
beds. This brings the total of beds for tuberculous 
patients up to 544, which is a little above the minimum 
requirement based on yearly deaths. It should enable 
us, for the first time in the history of our province, 
to make a stand against tuberculosis with fair pros- 
pects of success. 

‘<The Department has also increased our Nursing 
Service by adding nine nurses, each having an allotted 
area under one of our tuberculosis clinicians. These 
nurses are giving part of their time and attention to 
school work. We believe that many of the ills that 
flesh is heir to can be escaped if disease conditions 
are recognized early in the school children and pre- 
ventive measures adopted.’’ 





Members of the medical profession throughout the 
province will be pleased to learn that preparations 
for the annual meeting of the Canadian Medical As- 
sociation are well under way. Dr. Routley, the Gen- 
eral Secretary, recently paid a visit to Saint John, 
N.B., where the meeting will be held. He intimated 
that Professor Robert Muir, of Glasgow, and Dr. 
Kinnear Wilson, of London, will be the special guests 
of the Association. Professor Muir will deliver the 
Lister Oration. 





Death has taken heavy toll of members of the 
medical profession in this province recently. We have 
to record the loss of Dr. J. A. Munro, of Amherst; 
Dr. Dugald Stewart, of Bridgewater; Dr. W. N. 
Cochran, of Mahone Bay, and Dr. J. D. Densmore. 





The physical examination of Dalhousie University 
students is now completed, and it is hoped to issue a 
preliminary report by January 14th. All those re- 
quiring treatment will be referred to specialists. In 
addition it is proposed to do all necessary vaccina- 
tions. 


N. B. DREYER 





THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Jan. 1933 
eee 


Ontario 


The thirty-third meeting of the Laennec Society of 
Ontario was held on the afternoon and evening of 
November 24th in the New Surgical Building of the 
Toronto Hospital for Consumptives at Weston, under 
the chairmanship of Dr. W. J. Dobbie. The member- 
ship of this Society includes the staffs of all the 
sanatoria and chest clinics of Ontario. The program 
dealt with problems in tuberculosis and other diseases 
of the chest. More than seventy-five were present. 





The National Tuberculosis Association (U.S.A.) will 
hold its annual meeting in Toronto during the week of 
June 26, 1933. The Association was founded in 1904 
and this is the first meeting which has been held outside 
of the United States. It is expected that there will be 
an attendance of approximately 1,500. Three other 
organizations meet in Toronto the same week. They are 
the Eastern Sanatorium Association, with a membership 
of over two hundred, the Association of Executive 
Secretaries (Tuberculosis) with a membership of two 
hundred; and the Ontario Health Officers’ Association, 
with its membership of over four hundred. It is ex- 
pected that two outstanding speakers from England will 
be present for these meetings, Sir Humphry Rolleston 
and Dr. Stanley Griffiths. Doctor Griffiths will speak 
on ‘‘The bacteriology of tuberculosis,’’ a subject which 
he has been investigating for many years. 





The University of Toronto announces that the Dr. 
C. J. O. Hastings Fellowship has been awarded Dr. A. H. 
Sellers, who is at present working under the Rockefeller 
Foundation in the School of Hygiene, University of 
Toronto. 





In a report to the Trustees of the Hospital for 
Sick Children, Toronto, Dr. Alan Brown stated that 
practically every member of the Staff of the Nutritional 
Research Laboratories at the Hospital, had refused 
tempting offers of positions in the United States. 





At a largely attended dinner of the Canadian Army 
Medical Corps, Toronto Garrison Mess, which was at- 
tended by Medical officers, both active and reserve, from 
all parts of M.D. No. 2, a splendid reception was given 
to the new District Medical Officer, Major G. G. Greer, 
M.C. The retiring D.M.O., Colonel F. 8. L. Ford, C.M.G., 
received a remarkable ovation when he arose to speak. 
Colonel Ford, during his period of service in this District, 
has done much to encourage the officers in the various 
districts. The officers have cooperated with him in 
every respect, and at no time have the medical services 
been more efficient. 





Space is precious in this Journal and the publica- 
tion of frivolous material can scarcely be entertained, 
but we cannot refrain from presenting this little item 
which appeared in the North Bay Nugget on October 
19th,— 

‘¢ Announcement has just been made of the new 
list of approved hospitals in the United States and 
Canada. This is a work carried on by the American 
College of Surgeons, to which most of the doctors 
in this country and in the United States belong.’’ 


J. H. ELuiortr 





The guest speaker at the stated meeting of the 
Academy of Medicine, Toronto, on December 6th, was 
Dr. Edmund B. Piper, Professor of Obstetrics, School of 
Medicine, University of Pennsylvania, who addressed 
the Fellows on the subject of ‘‘The management of some 
of the complications of late pregnancy and labour.’’ 








Jan. 1933] 


The Academy of Medicine, Toronto, has for some 
time been considering the advisability of providing a 
special course of lectures for its members. Plans have 
so far matured that they are now able to announce that 
lectures on Diseases of the Alimentary Tract will be 
given from January 3rd to 7th. Well known authorities 
have signified their intention of taking part. 


GILBERT PARKER 


Quebec 


Infantile mortality is gradually decreasing in the 
Province of Quebec. 

From January 1 to September 30, 1932, there were 
5,722 cases of infantile mortality in the province, 
compared with 7,306 for a similar period last year, 
7,686 for the first nine months of 1930, 7,660 for the 
January-September period in 1929, 8,032 for the first 
nine months of 1928, 8,361 for a similar period in 
1927, and 9,164 for the period ending September 30, 
1926, the first year that vital statistics were kept by 
the Province of Quebec. 

In common with infantile mortality, the general 
death rate has decreased from 14.8 in 1926 to 11.2 in 
1932, for the nine-month period, but the birth-rate is 
also down, from 32.4 in 1926 to 28.0 this year, while 
marriages also decreased, probably due to hard times 
and unemployment. 





On October 25, 1932, a tablet to the memory of Dr. 
Charles Larocque, anesthetist of the Hdétel-Dieu, 
Montreal, was unveiled at an imposing ceremony pre- 
sided over by Right Rev. Mgr. Deschamps, Auxiliary 
Bishop of Montreal. The tablet bore these words:— 


‘¢Pour HoNORER LA MEMOIRE DE CHARLES LAROCQUE, 
MEDECIN DE L’HOTEL-DIEU, ET POUR RAPPELER SA 
MAITRISE DANS LA SCIENCE ET L’ART D’ANZS- 
THESIER, SES COLLEGUES DE LA INTERNATIONAL 

RESEARCH SOCIETY, OcTOBRE 1932.’’ 


This international society, of which Doctor Larocque 
was one of the most active members, wishing to recog- 
nize the usefulness of their colleague, decided to per- 
petuate the memory of one who had devoted twenty-five 
years of his life to the science of anesthesia. To this 
end Doctor MeMechan, of Toledo, O., the Editor and 
General Secretary of this society, came on specially to 
unveil the commemorative tablet. 

Dr. Wesley Bourne, president of the Montreal 
Society of Anesthetists, of which the late Doctor 
Larocque had been a founder and the first president, 
gave the first address. Then Doctor MeMechan, in a 
moving discourse, characterized the chief qualities of 
their late colleague; he made one see that anesthesia is 
very truly an art and a specialty, and that a graduate 
of a university alone had the right and the requisite 
qualifications to practise it efficiently. 

Mgr. Deschamps, in the name of the Religieuses 
Hospitaliéres de Saint Joseph de L’Hdtel-Dieu, and 
Doctor Baril, president of the Medical Board, thanked 
Doctor MeMechan and the members of the International 
Anesthesia Research Society for their splendid tribute. 
Dr. L. deL. Harwood, Dean of the Faculty of Medicine, 
University of Montreal, also paid his respects to one who 
had been a valued member of the Faculty. Then Dr. L. 
Parizeau, in a moving speech, pronounced what was in 
effect the farewells of his colleagues to the late Doctor 
Larocque. 

After the ceremonies were completed the nuns of the 
H6tel-Dieu entertained their guests to tea. 





We learn that Dr. 8S. Hanford McKee has been 
appointed Vice-President of the English-speaking section 
on Ophthalmology of the Fourth Congress of the Pan- 


NEws 
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American Medical Association, to be held in Dallas, Tex., 
March 21 to 25, 1933. 

We are sure that Doctor McKee’s many friends will 
join us in congratulating him on this mark of inter- 
national recognition. 





The attending staff of the Montreal General Hos- 
pital held their third annual dinner at the Windsor Hotel 
on December 3rd. Whilst there is no official record 
required of what has become one of the pleasantest 
medical family gatherings in the city it is worthy of a 
note. Any doubt as to the desirability of these gather- 
ings has long since been dispelled; one of their features 
is the flexibility of the program of the evening. The 
somewhat serious atmosphere of last year’s gathering 
presented a sharp contrast with the lighter spirit which 
prevailed this year. 

Under the excellent chairmanship of Dr. F. 8S. Patch 
speeches were made by the two latest additions to the 
Governors, Mr. H. J. Symington and Mr. Geo. Mac- 
Donald. Mr. J. C. Newman proposed the health of 
Dr. Wm. Reilly, one of the guests of the evening, 
in view of his retirement from his long and faithful 
service on the staff of the Western Division of the 
Hospital. Dr. Reilly responded in a speech full of 
valuable reminiscences of Montreal’s former great 
medical figures. 





Saskatchewan 


In Saskatchewan we have a health problem which 
is different from that of British Columbia where the 
majority of the population and dependents are of the 
employee class. In Saskatchewan the majority are on 
the land. 

In Saskatchewan the total population is 921,785 
including 11,939 Indians; 63 per cent, or 579,621, are 
residents of the rural municipalities; 37 per cent, or 
330,225, are residents of cities, towns and villages. 

There are actually 141,891 resident farmers, repre- 
senting 579,621 dependents, each resident farmer 
represents a family unit of 4.08, this is slightly higher 
than the generally accepted 4.03 per family unit. 

The estimated number of employees is 65,280, 
calculating each employee to represent a family unit 
of 2.4 then employees and their dependents would 
number 154,673. 

The other 20 per cent of the population of the 
province should be able to pay their own way in 
sickness. 

There are 141,891 resident farmers representing 
579,621 people. There are 65,280 employees represent- 
ing 154,673 people. As the health of the farmer is 
the largest problem let us see what it will cost to 
give the farmer free hospital treatment, free medical 
and surgical treatment, free drugs and maternity 
benefits in kind, with no cash benefits. 

Using the same averages as the British Columbia 
Commission used we see that 579,621 farmers and their 
dependents at an average morbidity rate (both male 
and female) of 7.75 days per capita equals 4,492,062 
days’ sickness. 

Calculating 4,492,062 days at 84.47 


for hospitals equals .......... $3,794,444 
The same number of days for doc- 
tors at 66.88 equals ......... 3,004,291 
The same number of days for drugs 
CQUG 6 cise wacccicveuvssaas 616,760 
7,415,494 
10 per cent for administration.... 741,549 
2 per cent for contingency reserve 148,309 
$8,305,363 


Thus the cost per resident farmer is $58.53 per year. 
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The British Columbia Commission recommends that 
the state pay 2/9, employer 2/9 and the employee 5/9. 
Since the farmer takes the place of both employer 
and employee his share would be 7/9 and that of the 
state 2/9. On this basis the farmer would pay 7/9 
of $8,305,353 which is $6,459,719. The state would 
pay 2/9 of $8,305,353 which is $1,845,634. The resi- 
dent farmer’s share per year would be $45.52 or $3.79 
per month. If this seems rather a large amount for 
each farmer to pay let us see what this would be 
per quarter section. 

There are 302 organized municipalities, each muni- 
cipality represents 1,296 quarter sections, or a total 
of 391,392 quarter sections in all. Dividing this into 
$6,459,719 we see that it comes to $16.50 per quarter 
section. Since the farmer has to pay from $9.00 to 
$16.50 per quarter section for a telephone, it is un- 
likely that he will raise any serious objection to pay- 
ing $16.50 per year, per quarter section for free hos- 
pital and medical treatment for himself and his family. 

The cost of extending the same service to the 
employee class of 154,673 in Saskatchewan would on 
the same basis amount to $2,216,299; 2/9 of this is 
paid by the state which is $492,510; 2/9 is paid by the 
employer which is $492,510; 5/9 is paid by the employee 
which is $1,221,297. The amount each employee would 
pay each year is $18,84 or $1.59 per month. The total 
cost to the province for caring for 80 per cent of the 
population will be $2,383,154. The other 20 per cent 
should be able to pay their own way. 

At present it costs the government for hospitals 
$1,754,895 as follows: for sanatoria $780,317, for 
mental hospitals $621,563, for hospital grants $353,015. 
This does not take into consideration special grants 
by the government or by urban and rural munici- 
palities, so that as far as the province is concerned 
a state health scheme would not be as great a cost as 
the present haphazard, hit or miss, scheme of grants. 

Social and medical legislation already passed in 
Saskatchewan is: in 1916 the Union Hospital Act; 
1918, free distribution of biological products; 1919, 
free treatment of venereal disease at government dis- 
pensaries; 1920, Amendment to the Municipal Act 
making provision for the engagement of municipal 
doctors; in 1924 rural and urban tuberculosis pools 
were started; 1919, maternity benefits in the form of 
$25 grant (withdrawn in 1931); 1929, free treatment 
of tuberculosis with no expense to the patient for the 
whole province; 1930, passing of the Act to form 
cancer clinics; 1930, Workmen’s Compensation Act. 

There are 560 physicians practising in Saskatche- 
wan, 60 of whom, or 10 per cent, are municipal 
doctors. Each year the number is increasing. 

It behooves the members of the profession to take 
an interest in this live topic of state medicine. 


Note.—This is a summary of a paper given by Dr. 
R, A. Dick, of Canora, Sask., at the North Eastern 
District Medical Society in Canora, Saskatchewan on 
August 3, 1932, in so far as it relates to Saskatchewan. 
The material in the first part of the paper was from the 
report of the British Columbia Commission on compulsory 
health insurance. 

In the discussion which followed it was pointed out 
that no government to-day would undertake such a 
scheme which would commit them to an expenditure of 
2/9 of the whole cost, even if in the long run the cost 
would be less than at present. It was also pointed out 
that in Saskatchewan the people had decided that the 
form of state medicine that they wanted was municipal 
doctors with consultative diagnostic clinics in special 
diseases such as cancer, tuberculosis and venereal dis- 
eases with free treatment in the two last. 


LILLIAN A. CHASE 


United States 


The Medical College of Virginia.—Dr. Edward H. 
Cary, President of the American Medical Association, 
spoke to the student body of the Medical College of 
Virginia ‘on a recent visit to Richmond. He was one 


of the principal speakers in the dedication of the new 
home and library of the Richmond Academy of Medicine. 

Dr. Ray Lyman Wilbur, Secretary of the Interior, 
was the Founders’ Day speaker at the Medical College 
of Virginia on December 1st. This was also the occasion 
for formally opening to the public the new library of 
the college. 





Duke University School of Medicine.—On June 8, 
1932, when eighteen members of the first graduating 
class of this School received the M.D. degree, this class 
planted ivy from Sir William Osler’s home in Oxford 
at the entrance to the Medical School. Dr. W. &%. 
Thayer, Baltimore, made the address. 





Dr. Henry E. Sigerist—Dr. Henry E. Sigerist has 
arrived at Johns Hopkins University to assume his 
duties as director of the Institute of History of Medi- 
cine, succeeding Dr. William H. Welch. Doctor Sigerist, 
since 1925, has been head of the Leipzig Institute of 
the History of Medicine, Leipzig, Germany. Dr. Oswin 
Temkin, who had been first assistant to Doctor Sigerist 
at Leipzig, has been appointed associate in the history 
of medicine at Johns Hopkins. Doctor Sigerist, in 
addition to his other work, will give a course in the 
history of science for undergraduates. Dr. John Rath- 
bone Oliver will also give an introductory course in 
medical history. 





The Alvarenga Prize of the College of Physicians 
of Philadelphia.—The College of Physicians of Phila- 
delphia announces that the next award of the Alvarenga 
Prize, being the income for one year of the bequest of 
the late Senor Alvarenga, and amounting to about three 
hundred dollars, will be made on July 14, 1933, provided 
than an essay deemed by the Committee of Award to be 
worthy of the prize shall have been offered. 

An essay intended for competition may be upon any 
subject in Medicine, but must be accompanied by a 
written assurance from the author that it has not 
appeared previously in print, either in whole or in part, 
in any form, and has not been presented elsewhere in 
competition for a prize. The essay should represent 
an addition to the knowledge and understanding of the 
subject based either upon original or literary research. 
It must be typewritten, and in English, acceptable for 
publication without necessity for editing by the Com- 
mittee. Any illustrations should be appropriate and 
correctly annotated with the text. Essays must be 
received by the Secretary of the College on or before 
May 1, 1933. , 

Each essay must be sent without signature, but 
must be plainly marked with a motto and be accom- 
panied by a sealed envelope having on its outside the 
motto of the paper and within the name and address 
of the author. 

It is a condition of competition that the successful 
essay or a copy of it shall remain in possession of the 
College; and that it may be published by the author . 
with the consent of the College; other essays will be 
returned upon application within three months after the 
award. 

The Alvarenga Prize for 1931 was not awarded. 





The American Association for the Study of Goitre, 
for the fourth time, offers three hundred dollars 
($300.00) as a first award, and two honourable mentions 
for the best three essays based upon original research 
work on any phase of goitre presented at their annual 
meeting in Memphis, Tenn., May 15, 16 and 17, 1933. 
It is hoped this will stimulate valuable research work, 
especially in regard to the basic cause of goitre. 

Competing manuscripts must be in English and sub- 
mitted to the Corresponding Secretary, J. R. Yung, M.D., 
670 Cherry Street, Terre Haute, Indiana, U.S.A., not 
later than April 1, 1933. Manuscripts arriving after 
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this date will be held for the next year or returned at 
the author’s request. 

The First Award of the Hamilton, Ont., Canada, 
1932 meeting was given Donald McEachern, M.D., John. 
Hopkins Hospital Baltimore, Md., for his essay entitled 
‘*A Consideration of the Mechanism of Hyperthyroidism 
based upon its Effect upon Cardiac and Skeletal 


Muscle.’?’ Honourable mentions were awarded A. B. 
Gutman, M.D., Presbyterian Hospital, New York City, 
‘*The Effect of Administration of Iodine on the Total 
Iodine, Inorganic Iodine and Thyroxine Content of the 
Pathological Thyroid Gland’’; Lieut.-Col. H. Stott, 
M.R.C.P., I.M.S., Dean of the Faculty of Medicine, 
Lucknow University, Lucknow, India, ‘‘The Distribution 
and Cause of Endemic Goitre in the United Provinces.’’ 





The American Medical Association—At the May 
session of the American Medical Association, Dr. Olin 
West, the secretary, reported that the total membership 
on March 1, 1932, was 99,470, as compared with 98,807 
on March 1, 1931. This gain, during a trying year, 
although small, should be gratifying both to the manage- 
ment and to the membership. 

It is said that there are 159,109 practising physi- 
cians in the United States and its territorial posesssions. 
Doctor West believes that the membership of the 
American Medical Association (approximately two-thirds 
of all practitioners) is a fair proportion considering 
eligibility requirements. 


General 


Col. Lorne Drum, C.B.E., M.D.— First-Aiders 
throughout Canada will welcome the announcement of 
the appointment as Director General and Chief Executive 
Officer of the Association of Col. Lorne Drum, C.B.E., 
until recently District Medical Officer in British 
Columbia for the Department of National Defence with 
Headquarters at Victoria. 

Colonel Drum has had a wide and varied experience 
in medical and militia matters, as a medical officer of 
the Permanent Force at various Military Stations in 
Canada. He served at Headquarters, Ottawa, both be- 
fore and after the war, until he was appointed to British 
Columbia in 1920. Born at Quebec, the son of the late 
S. Wilson Drum of that city, he is a McGill graduate in 
Arts and Medicine, and also holds the Diploma of 
Public Health of that University. 

He obtained his first commission in the Canadian 
Army Medical Corps in 1900, and served in the Boer 
War in 1902 as Surgeon-Lieutenant in the Canadian 
Expeditionary Forces. In 1905 he was made a captain 
in the Permanent Army Medical Corps, and again went 
overseas with the 1st Canadian Contingent in 1914 as 
Commanding Officer, No. 1 Canadian Stationary Hos- 
pital. He served in England and France during the 
war, returning to Canada to take over the duties of 
Inspector of Hospitals at Headquarters in Ottawa in 
1919. He was brought to the notice of the Secretary 
of State for valuable services in connection with the 
war, and was mentioned in despatches, receiving the 
C.B.E., 1915 Star, War and Victory medals. He holds 
the rank of Colonel. 

He has for many years taken an active part in 
the work of the St. John Ambulance Association, and 
was Vice-President of the British Columbia Council of 
the Association during the past year. <A gratifying 
feature of his appointment as successor to Colonel 
Hodgetts is that it came from the General Executive 
unanimously. 





American Physicians Elected to British Medical 
Association.—Among the twelve physicians elected to 
foreign corresponding membership in the British Med- 
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eal Association at the centenary meeting held in 
London from July 21 to 30, 1932, are the following 
Americans: Dr. Harvey Cushing, of the Harvard 
Medical School; Dr. Simon Flexner, of the Rocke- 
feller Institute for Medical Research; and Dr. William 
H. Welch, formerly of the Johns Hopkins University. 
The elections were made under a minute which reads: 
‘‘Further to mark the importance of the centenary, 
the association is this year initiating a list of foreign 
corresponding members of the association. These 
members must be such as are in the opinion of the 
science committee distinguished by eminent services 
rendered to medical science or to the medical profes- 
sion, and must not be eligible for ordinary member- 
ship of the association, or be British subjects, or be 
ordinarily resident in the British Dominions.’’ 





Radiological Society of North America.—Dr. W. 
Herbert McGuffin, of Calgary, Alta., was named 
president-elect of the Radiological Society of North 
America at the closing business session of its 18th 
annual meeting held at Atlantic City, December 1, 
1932. Dr. McGuffin will take office at the close of 
the 1933 convention which will be held in Chicago. 





Dr. A. G. Nicholls, Editor of the Journal, has been 
elected by the graduates of McGill University, Repre- 
sentative Fellow on the Corporation of that University 
for a term of three years. 





Book Reviews 


Practical Anatomy by Six Teachers. Edited by E. P. 
Stibbe, F.R.C.S., Senior Demonstrator in Anatomy, 
London Hospital Medical School. 719 pages, illus- 
trated. Price 30s. net. Edward Arnold & Co.,’ 
London, 1932. 


This is not an addition to the already long list of 
treatises on Practical Anatomy, but is intended to 
supplant the well-known book by Parsons and Wright, 
the excellent illustrations of which have been freely 
used and numerous others added. The book hardly 
needs a formal recommendation; the names of those who 
have contributed to it are sufficient guarantee for its 
general scientific accuracy and pedagogic utility. It is 
the result of the collaboration of Wm. Wright of the 
London Hospital School, T. Yeates of the Middlesex 
Hospital School, J. S. B. Stopford, of Manchester, S. E. 
Whitnall, of McGill University, Mary F. Lucas Keene, 
of the London School for Women, and E. P. Stibbe of 
the London Hospital School, who has also acted as 
editor of the whole. It is worthy of note that the book 
does not show those unevenesses of treatment and style 
so frequently seen in collaborations; the editorial work 
has been well done. 

In its scope the book covers the ground required for 
the Royal College of Surgeons’ primary fellowship 
examinations and the authors have endeavoured ‘‘to 
limit attention strictly to what can be demonstrated in 
the dissecting room’’ and ‘* to concentrate on those 
matters which from their experience they know to be of 
the greatest importance.’’ These objects have been well 
carried out and the student will find the book a welcome 
relief from the bulky systematic texts. Its make-tp is 
also to be commended, though one may find here and 
there, though rarely, an oversight in proof reading, one 
of which deserves mention. In the legends to Figs. 7 


and 129 the first ‘‘t’’ of auscultation’’ has been omitted, 
whereby the word sounds like something quite different. 
These and some few other errors are, however, negligible 
in comparison with the general excellence of the book. 
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SERUM TREATMENT 


of Pneumonia 


NTIL RECENTLY the use of an unconcentrated serum for 
U Type I infections represented the only serum treat- 
ment for pneumonia which had gained general recognition. 
While this serum did not affect Type II, Type III or Group 
IV cases, it proved to be a very effective therapeutic agent 
in Type I cases in which it was used intravenously in large 
doses. ; 


The obvious difficulties attendant upon the use of large 
doses of unconcentrated anti-pneumococcus serum have 
been greatly reduced, Felton and others having succeeded 
in evolving not only an effective highly concentrated 
Type I serum but also a corresponding Type II serum. 
This achievement is of very real significance, since Type I 
or Type II pneumococci are the causative agents in over 
fifty per cent of all cases of lobar pneumonia. 


Promising results have been obtained from the intravenous 
use of concentrated anti-pneumococcus sera prepared in 
the Connaught Laboratories, and supplies of these sera 
are now being made available in four containers as follows: 


5 cc. & 10 cc. Concentrated Anti-Pneumococcus Serum (Type I) 
5 cc. & 10 cc. Concentrated Anti-Pneumococcus Serum (Type II) 


Should there be occasion to administer serum prior to 


receipt of a report of the typing of a case, a physician may 
mix these sera. 


Prices and information regarding the use of 
Type I and Type II concentrated Anti-Pneumo- 
coccus Sera will be gladly supplied upon request. 


CONNAUGHT LABORATORIES 


University of Toronto 


TORONTO 5 - CANADA 
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Manual of Bacteriology. Robert Muir, M.A., M.D., 
Se.D., LL.D., F.R.S., Professor of Pathology, 
University of Glasgow, and late James Ritchie, 
M.A., M.D., F.R.C.P., Late Irvine Professor of 
Bacteriology, University of Edinburgh. Ninth 
edition. 866 pages, illustrated. Price $5.00. 
Oxford University Press, London; McAinsh & Co., 
Toronto, 1932. 


Certain text-books have established themselves in 
the teaching of medicine so firmly that their names 
are synonymous with the subject they deal with. This 
is the case with Muir and Ritchie’s Bacteriology. 
This classic is now in its 9th edition, and although a 
very formidable mass of literature has had to be dealt 
with the book is still of convenient size. The latest 
developments have been well assimilated, and much 
obsolete material has been omitted. The manual is in 
every respect thoroughly to be recommended. 


Clinical Gynecology. C. Jeff Miller, M.D., Professor 
of Gynecology, Tulane University School of Medi- 
cine. 560 pages, illustrated. Price $11.00. C. V. 
Moseby Co., St. Louis; McAinsh & Co., Toronto, 
1932. 


This is a well arranged book on gynecological 
therapy. As explained in the preface, the fields of 
pathology, symptomology and diagnosis are omitted. 
One regrets that the companion volume ‘‘ An Introduc- 
tion to Gynecology’’ was not incorporated with this 
to form one volume. The author puts forward axioms, 
the fruit born of a rich clinical and operative ex- 
perience. In virtually every paragraph one’s attention 
is arrested by these clinical pillars. The student, the 
practitioner and the teacher can all afford to read with 
profit this book in order to obtain the proper perspec- 
tive of gynecological problems in treatment. The 
chapter dealing with inflammatory lesions is outstand- 
ing. The treatment of carcinoma is clearly outlined. 
Two chapters are given to functional disorders. The 
therapy, particularly that dealing with rysmenorrhea, 
is bizarre. The chapter on endocrine therapy is weak. 
The book as a whole is in reality a series of excellently 
prepared lectures on gynecological treatment. 


The Elements of Medical Treatment. Robert Hutchi- 
son, M.D., F.R.C.P., Physician to the London 
Hospital and to the Hospital for Sick Children, 
Great Ormond Street. Pages, 188; second edition. 
Price, $1.50. John Wright and Sons, Bristol; 
Macmillan Company of Canada, Toronto, 1932. 


This book, first published in 1926, is based upon 
lectures given by the author in which he outlined 
principles of medical treatment and their application 
to the common diseases. Chapters on physiotherapy 
and psychotherapy are included. The book is valuable 
in its description of the use of drugs. The author’s 
belief concerning the place of drugs is shown by such 
statements as the following made under ‘‘Constipa- 
tion’’: ‘‘In spite of the general belief, not very much 
can be done by diet in the treatment of constipa- 
tion . . .?? ‘In the great majority of cases, 
drugs cannot be dispensed with . . .’’ The book 
is not complete enough to take the place of a regular 
text-book. It is so sketchy that it is questionable if 
it would stimulate to further reading. 


Experimental Pharmacology and Toxicology. Henry 
G. Barbour, Yale University. Price $2.75. 141 
pages, illustrated. Lea & Febiger, Phila., 1932. 


This handbook, which is by a former Professor of 
Pharmacology at McGill University, provides detailed 
‘instructions to enable students to observe for them- 
selves the actions of some 55 drugs upon the system. 
A careful choice of experiments appropriate for a 
laboratory course reveals experience of many years, 
and présents a thoroughly representative series of 


instructions. The aim of the author is to develop 
critique, apply the principles of logic, and bring the 
student nearer to the point when he can pass sound 
judgment upon the reports of a research laboratory. 
Unessentials have been rigorously eliminated. Neither 
expensive nor elaborate apparatus of any unusual type 
is needed. 

While it is claimed that all the experiments are 
suitable for beginners, a definite familiarity with the. 
ordinary methods of experimental physiology is pre- 
supposed, and if there were the possible criticism that 
some of the lessons are complex or difficult, academic, 
or perhaps too long for an ordinary working period, 
no doubt the instructors would overcome the in- 
adequacies of beginners. 

From the opening pages onwards, the students 
receives such sound advice as may stay with him 
throughout his later career also, for the clinical 
applications appended to each section are practical. 
The opportunity afforded by the interleaving for 
making judicious addenda from data furnished by the 
instructor and, later, the clinician, should render 
the little book a life-companion. 

Nothing but praise can be offered for this manual, 
but special commendation may be made of those sec- 
tions in which the student himself tests the actions 
of drugs on his own body. The section on anesthetics 
provides a means by which the student may vividly 
realize the dangers of ether and chloroform and the 
methods of resuscitation, and, though the author 
emphasizes the need of such laboratory experience, it 
is for the clinician later to plead for a closer bedside 
study of the actions of drugs. The sections giving the 
chief tests for the various common alkaloids and 
glucosides, and those for showing the actions of 
antidotes, corrosives, astringents, and hemoglobin 
poisons commend themselves by their practical char- 
acter and obvious value for subsequent clinical work. 

Each section concludes with an account of the 
clinical applications of the lesson, and questions are 
often included which exactly evoke the student’s 
attention to the kernel of the given point to be 
grasped. 


A Short Practice of Surgery. Hamilton Bailey, 

F.R.C.S., Surgeon, Royal Northern Hospital, and 

R. J. MeNeill Love, M.S., F.R.C.S., Surgeon, Royal 

Northern and Metropolitan Hospitals. Vols. 1 and 

2, 536 and 474 pages, illustrated. Price 40/- net. 

H. K. Lewis & Co., London, 1932. 

The first volume is full of merit. The subject 
matter is well arranged; the field is well covered. Even 
rare conditions, such as Ludwig’s angina, parathyroid 
tumours, and hyperparathyroidism are mentioned. The 
text is concise but accurate, and within the limits of 
its brevity every essential fact is mentioned. A con- 
spicuous feature is the up-to-dateness of the text. All 
the most recent advances in diagnosis and treatment 
find a place. The arrangement of the reading matter 
and the paragraphing make it possible to obtain desired 
information at a glance. The illustrations are excellent 
and many of the pen and ink sketches have the graphic 
quality which has made Hamilton Bailey’s ‘‘ Physical 
Signs in Clinical Surgery’’ so excellent. 

The second volume covers the surgical conditions 
of the abdomen, head, thorax, and nervous system. Its 
quality, if anything, is of a higher order than that of 
volume one. The text is concise; the greatest care 
has been taken to include the most modern work on 
every subject. The illustrations are excellent and their 
reproduction is creditable to the publishers. 

Though the field of surgery is completely covered in 
this work, and the descriptions of disease and its treat- 
ment are all mentioned, even though briefly, the book is 
handicapped by its conciseness which, of necessity, limits 
the amount of space available for the discussion of any 
particular subject. For instance, the question of chronic 
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duodenal ulcer is disposed of in three and a half pages; 
appendicitis on the other hand has a chapter of twenty- 
five pages. There is a limit beyond which a surgical 
text-book cannot be compressed without sacrificing 
essential features. ' 

The compactness of the articles does not permit the 
full exposition necessary to guide a practitioner in the 
handling of a difficult surgical problem, and even to a 
student it could only be of value if supplemented by 
much more extensive texts. It seems a pity that the 
energy and skill necessary to produce so excellent a work 
should not be utilized in the production of a much 
greater and more complete text of surgery. 


Fractures. Meurice’ Sinclair, C.M.G., M.B., B.Ch. 
(Edin.), Specialist in Fractures and Orthopedic 
Surgery to St. James’ Hospital and Paddington 
Hospital, London. 550 pages, illustrated. Price 
$7.50. Constable & Co., London; Macmillan Co. 
of Canada, Toronto, 1932. 


This book is written by a surgeon who did much 
to improve the treatment of fractures among soldiers 
during the Great War. It is warmly commended by 
Sir Robert Jones in a foreword to the volume. 

The work is an exposition of a system of treat- 
ment worked out by the author and made to apply 
to practically any fracture. This system is based upon 
the principle of extension and the use of the Thomas 
splint. The author is consistent in that he advocates 
extension in Pott’s fracture and in Colles’ fracture. 
He upholds his preference for the Thomas splint by 
condemning the use of plaster of Paris together with 
Liston’s and the Macintyre splint. This grouping 
of undesirable apparatus will seem strange to Can- 
adian or American surgeons who have long ago 
discarded the Liston and Macintyre apparatus but 
have developed a technique of fixation in plaster of 
Paris. The recent book by G. E. Wilson may be cited 
as a direct refutation of the position taken in the 
work under review. Certain chapters are disappoint- 
ing. Fractures of the jaw are dismissed in one page 
and fractures of the spine are not allowed the comfort 
or support of the bivalved plaster cast. It is advised 
that they be treated by supporting the body with 
sandbags or binders while extension is secured by 
fastening the legs to the foot of the bed. The system 
may be simple in application to those who master it, 
as the author asserts it to be, but it involves the use 
of much apparatus and seems to call for a considerable 
use of operative procedures. 


Cardiac Output of Man in Health and Disease. 
Arthur Grollman, Ph.D., M.D., Associate Professor 
of Physiology, Medical School of Johns Hopkins 
University. 325 pages, illustrated. Price $4.00. 
Charles C. Thomas, Springfield, Ill, and Balti- 
more, Md., 1932. 

This monograph will be welcomed by the clinician 
and the physiologist alike as a thorough review of our 
present knowledge of ‘‘ Cardiac Output’’ or ‘‘ Circulation 
Rate’’, which is fundamentally the most important 
single measure of cardiac function. 

The limitations and inherent defects of methods for 
its determination are discussed at length, and the ad- 
vantages and minutie of the acetylene method are 
described in detail. The remarkable constancy of the 
““Cardiac Index’’ in different individuals under basal 
conditions is established, and the changes following 
definite physiological, pharmacological, and pathological 
variations from the normal are clearly shown. Ex- 
perimental evidence, both from the author’s own work 
. and from the literature, is cited in each case to support 
his views, and related recordings of pulse rate, arterial 
pressure, venous pressure, and vasomotor changes are 
also discussed. 

A careful reading of this book will not only con- 
vince one that the measurement of the cardiac output 





is to become a regular clinical procedure but will also 
provide an excellent review of the physiology of the 
circulation of blood. 


Obstetric Education. Report of Sub-committee on 
Obstetric Teaching and Education, Fred Lyman 
Adair, Chairman. White House Conference on 
Child Health and Protection. 302 pages. Price 
$3.00. The Century Co., New York, 1932. 


This volume is one of the publications of the 
section on Medical Service. It is divided into four 
parts, dealing with the obstetric education of physi- 
cians, nurses and nursing attendants, midwives, the 
public, and social workers. From the medical schools 
was obtained information as to undergraduate educa- 
tion, based upon which recommendations are made, 
including this—‘‘A rotating internship of one year, 
embracing a satisfactory maternity service, should 
be required for licensure to practise medicine.’’ Ob- 
stetrics and gynecology should be unified in medical 
schools, gynecology being subordinate to obstetrics. 
The need for graduate teaching facilities is stressed. 
The committee recommends a further study of ob- 
stetric nursing. The section on midwives is particu- 
larly interesting. There are only two training schools 
for midwives. The committee concludes that ‘‘ At the 
present time, the midwife is a necessity. oe 
that ‘‘The ultimate solution of the problem of good 
obstetrics is in developing a sufficient number of 
physicians who are well-trained in the fundamental 
principles of obstetrics.’’ 


Hints to the Young Practitioner. G. Francis Smith, 
M.R.C.S., L.R.C.P., Consulting Surgeon, Peace 
Memorial Hospital, Watford, etc. 150 pages. 
Price $1.50. Oxford University Press, London; 
McAinsh & Co., Toronto, 1932. 

In his introduction the author of this useful little 
work remarks, correctly enough, that the exigences of 
the ordinary medical course are such that the medical 
student seldom has the opportunity to approach his 
‘¢ease’’ as an ordinary human being, nor are the diffi- 
culties of diagnosis, treatment, and the general manage- 
ment of the individual sufficiently emphasized. These 
things, and the equally important management of the 
patient’s relations assume an unsuspected importance 
when the young graduate enters upon private practice. 
If the older system of ‘‘apprenticeship’’ were in vogue 
he would be initiated in due course into the amenities 
of practice, but, failing this, a book like this under 
review has its place. 

In the first chapter many valuable hints are given 
the neophyte in medical practice as to the selection of 
his future field, with some discussion of internships. 
General practice and its problems; the ‘‘ personality’’ of 
the young practitioner; difficulties arising in practice, 
the relationship of the young practitioner to his col- 
leagues, hospitals,, clinics, and medical societies; the art 
of acquiring and retaining a practice, and much else, 
are dealt with in a bright helpful way, illuminated by 
commonsense and humour. The book can be read by all 
the young, and, indeed, by some of the old, with profit 
and entertainment, and is well worth its small price. 
The investment of $1.50 will pay large dividends in this 
case. 


BOOKS RECEIVED 


Curative Value of Light. Edgar Mayer, M.D., F.A.C.P., 
Consultant in Light Radiation to American Medi- 
eal Association Council, ete. 175 pages. Price 
$1.50. D. Appleton & Co., New York and London, 
1932. 


Heredity in the Light of Esoteric Philosophy. Irene 
Bastow Hudson, M.B.BS., L.M.C., M.R.CS., 
L.R.C.P. 143 pages. Price 3/6 net. Rider & Co., 


Paternoster House, London, 1932. 
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A NEW FEATURE OF CONVENIENCE FOR 
HYPODERMIC NEEDLES 


The new B-D Medical Center Needle contains a feature of 
convenience which is so important and yet so simple that it 
falls into the class of ‘‘Why wasn’t this done before?’’ The 
gauge number is stamped on the hub of each needle. 

Thus, in one stroke, is eliminated the confusion which has 
always existed among the profession concerning the gauge of 
a needle that has become detached or separated from its card 
or box. Very few doctors and instrument dealers can determine 
the gauge of a needle with the naked eye; in fact, surprisingly 
few physicians have the proper means for measuring the gauge 
of a hypodermic needle. 

The gauge number is stamped on the side of the square 
hub of the B-D Medical Center needle which, by the way, is 
made of hyperchrome steel (rust-resisting), which meets the 
United States Government specifications for rustless steel. It 
is not affected by iodine, salt or most acids and has unusual 
resistance against breakage. 

B-D Medical Center needles also have the newly designed 
B-D needle point which is stronger and sharper, offers smoother 
penetration, causes less discomfort to the patient and makes a 
dilated puncture with minimum seepage. 


Becton, Dickinson 
& Co., Rutherford, N.J. (Adv.) 





A prominent pediatrist recently described what a breast 
milk adaptation should be (Journal of Pediatrics, August, 
1952, page 194) in these words: ‘‘The ‘perfect substitute’ 
should resemble it (breast milk) not only in sterility, chemical 
composition and caloric value, but it should taste like breast 
milk, be readily prepared and inexpensive. When ingested, it 


should form small curds like those of breast milk; it should 
be quite readily digested, assimilated and tolerated. The stools 
should resemble in consistency, colour, odour, and bacterial 
flora, those of the breast-fed infant. In brief, it should so 
closely approximate breast milk in all attributes that the only 
variable factor should be the gradual increase in the amount 
fed.’’ 

This is as good a description of 8.M.A. as has ever been 
written, as S.M.A. answers all these requirements, even to the 
similar taste! While S.M.A., in addition to all these ad- 
vantages, also contains enough cod liver oil to make it 
antirachitic, the taste is not affected. In 1921, before Vitamin 
D was so generally accepted as the antirachitic factor, the 
producers of S.M.A. incorporated enough cod liver oil in S.M.A. 
to make it prevent rickets and spasmophilia, before offering it 
to the medical profession. Consequently the producers have 
been most interested observers of the early enthusiasm for 
irradiated products, as well as of the growing conviction that 
cod liver oil is, after all, a fundamental form of Vitamin D 
therapy, although perhaps less spectacular in nature. Samples 
of S.M.A. will be sent gratis to physicians upon request. 
S.M.A. Corporation, 64 Gerrard Street East, Toronto. (Adv.) 


VITAMINS A AND D AT THEIR BEST 


For vitamin A therapy, Mead’s Standardized Cod Liver 
Oil continues to be 4 to 11 times as economical as cod liver oil 
concentrates. For vitamin D therapy, the new reduced price of 
Mead’s Viosterol when prescribed in the original 50 c.c. bottle, 
makes it less expensive to the patient than Mead’s Standardized 
Cod Liver Oil or any cod liver oil concentrate. Samples on 


request of Mead Johnson & Co., of Canada, Ltd., Belleville, 
Ont. (Adv.) 














<<... a balanced 


intake of vitamins’’ 


Consensus of opinion is in accordance with the view 
recently expressed (Journ. Amer. Med. Assn., June 


18th, 1932, p. 2238) that: 


‘“Study of vitamins from a physiologic and 
therapeutic standpoint has led to the conclu- 
sion that the human system cannot survive 
without the proper intake of vitamins and 
that it is as important to have a balanced 
intake of vitamins as it is to have a balanced 
intake of food supply. No one vitamin, pre- 
scribed alone, can give the proper results, but 
vitamins must be prescribed ina group. .’’ 


oo 8 
RADIONMAULT 

HE Vitamin FOOD 
Spain een ts Sia Ped 
das nT fC ke 





Radio-Malt supplies in standardised and balanced amounts that ‘‘group’’ of Vitamins 
A, B,, B, and D, usually lacking in the modern dietary. The Vitamin A in Radio-Malt 
consists of measured amounts of a unique concentrate made in the B.D.H. laboratories; 
the Vitamin D is included in the form of pure crystals of this vitamin, whilst Vitamins 
B, and B, are incorporated in the form: of a correctly-balanced proportion of a 


concentrated extract of yeast. 


Radio-Malt provides the physician, therefore, with an extra dietary product that will 
ensure for his patient the necessary ‘‘balanced intake of vitamins.’’ 





RADIO-MALT 


(Standardised Vitamins A B, B, and D) 
THE BRITISH DRUG HOUSES (CANADA) LTD. 


TERMINAL WAREHOUSE 


= TORONTO 2 ONT. RM./155 
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The Purchase of Medical Care Through Fixed Periodic 
Payment. Pierce Williams of the staff of Na- 
tional Bureau of Economic Research, Inc., assisted 
by Isabel C, Chamberlain. 320 pages. Price $3.00. 
Published by National Bureau of Economic Re- 
search, New York, 1932. 


Bedside Manners. Christopher Howard. 104 pages. 
Price 3/6 net. John Bale, Sons & Danielsson, 
Ltd., London, 1932. 


How to Live. Irving Fisher, LL.D., Professor of 
Political Economy, Yale University, and Eugene 
Lyman Fish, M.D., Medical Director, Life Exten- 
sion Institute (1913-1931). Nineteenth edition, 
revised. 371 pages. Price $2.00. Funk & Wag- 
nalls Co., New York and London, 1932. 


Anatomy. Part I. Charles R. Whittaker, F.R.C.S.E., 
F.R.S.E., Lecturer on Anatomy, Surgeons’ Hall, 
Edinburgh. Fourth edition, 80 pages, price 1/6 
net. Catechism Series. E. & S. Livingstone, 
Edinburgh, 1932. 


Prospecting for Heaven. 
pages. Price $1.75. 
1932. 


Edwin R. Embree. 185 
Viking Press, New York, 


Pocket Guide to Medical Life Assurance. Jehangir J. 
Cursetji, M.D., L.R.C.P., L.R.C.S., LM. & S., 
F.C.P.8., J.P., Chief Medical Officer, Oriental Life 
Assurance Co. Ltd. Third edition, 274 pages. 
Price $3.00, cardboard cover; $4.00, full cloth. 
Chief Medical Officer, Oriental Life Assurance 
Co., Post Box 148, Bombay, 1932. 


Substandard Lives and Their Assessment in Life 
Assurance. Jehangir J. Cursetji, M.D., ete., Chief 


Medical Officer, Oriental Life Assurance Co. 
Second edition, 83 pages. Price $1.25. Post Box 
148, Bombay, 1932. 

Blood-Pressure in Life Assurance Practice. Jehangir 


J. Cursetji, M.D., ete., Chief Medical Officer, and 
Khurshed J. J. Cursetji, B.A., B.Hy., M.B., BS., 
M.R.C.S., L.R.C.P., Medical Examiner, Oriental 
Life Assurance Co. 16 pages. Post Box 148, 
Bombay, 1932. 


Medical Clinics of North America. Vol. 16, No. 2. 
Issued serially, every other month. 300 pages, 
illustrated. Price $18.00 (6 numbers). W. B. 
Saunders, London & Philadelphia; McAinsh & Co., 
Toronto, 1932. 


The New Physiology and Anatomy. Esther M. Grei- 
sheimer, B.S., M.A., Ph.D., M.D., Associate Pro- 
fessor of Physiology, University of Minnesota. 
First edition, illustrated, 358 pages, price $3.50. 
J. B. Lippincott Co., Philadelphia, London and 
Montreal, 1932. 


Modern Hospital Year Book. Twelfth edition, 707 
pages, illustrated. Price $2.50. Compiled, edited 
and published annually by Modern Hospital Pub- 
lishing Co., Chicago, 1932. 


Forensic Medicine. Third edition, revised by Andrew 
Allison, M.B., Ch.B., B.Sc., D.P.H., F.R.F.P.S. 80 
pages, price 1/6 net. Catechism Series. E. & S. 
Livingstone, Edinburgh, 1932. 


Surgical Clinics of North America. 
By leading surgeons. Issued serially, every other 
month. 300 pages, illustrated. Price $18.00 (6 
numbers). W. B. Saunders, London & Phila- 
delphia; McAinsh & Co., Toronto, 1932. 


Vol. 12, No. 5. 


Injection Treatment of Varicose Veins, Hemorrhoids, 
and Other Conditions. Rodney H. Maingot, 
F.R.C.8., Surgeon Royal Waterloo Hospital, London. 
87 pages, price 4/- net. H. K. Lewis, London, 
1932. 


Materia Medica of Pharmaceutical Combinations and 

' Specialties. U. B. Narayanrao, Registered Medical 
Practitioner, Bombay. 249 pages, price 6s. net. 
Rayan Pharmacy, 97, Girgaum Rd., Bombay, 4, 
1932. 


Essentials of Pediatric Nursing. Ruth Alice Perkins, 
R.N., B.S., Graduate of Children’s Memorial 
School of Nursing, Chicago. Second edition, 467 
pages, illustrate. F. A. Davis Co., Philadilphia, 
1932. 


Treatment of Fractures in General Practice. W. H. 
Ogilvie, M.D., M.Ch., F.R.C.S. Two volumes, 180 
pages, illustrated. Price $0.90 (per vol.) John 
Bale, Sons & Danielsson, London; Macmillan Co. 
of Canada, 1932. 


Massage and Remedial Exercises in Medical and Surgi- 
cal Conditions. Noél M. Tidy, Sister-in-Charge of 
Massage Department, Princess Mary’s Royal Air 
Force Hospital, Halton. 429 pages, illustrated. 
Price $4.50. John Wright & Sons, Bristol; Mac- 
millan Co. of Canada, 1932. 


Alcohol and Man. Effect of Alcohol on Man in 
Health and Disease. Edited by Haven Emerson, 
M.D., De Lamar Institute of Public Health, 
Columbia University, et al. 451 pages. Price 
$4.20. Macmillan Co., New York; Macmillan Co. 
of Canada, 1932. 


An Empire Problem: The House and Village in the 
Tropics. D. B. Blacklock, M.D., Professor of 
Parasitology, Liverpool School of Tropical Medi- 
cine, University of Liverpool. 100 pages. Price 
3/6 net. University Press of Liverpool and 
Hodder & Stoughton, London, 1932. 


Synopsis of the British Pharmacopeia, 1932, and of 
the Poison Laws. H. Wippell Gadd, of the Middle 
Temple and Western Circuit, Barrister-at-Law, 
Formerly Lecturer on Pharmacy at University 
College, Exeter. Twelfth edition, 189 pages. 
Price $0.75. Bailliére, Tindall & Cox, London; 
Maemillan Co. of Canada, 1932. 


Medical Clinics of North America. 
November. By various authors. 300 pages, illus- 
trated. Price $18.00 (6 numbers, issued serially, 
every other month. W. B. Saunders, Philadelphia 
and London; McAinsh & Co., Toronto, 1932. 


Vol. 16. no. 3, 


International Clinics. Volume 4, forty-second series, 
310 pages, illustrated. Price $3.00. J. B. Lippin- 
cott Co., Philadelphia, London and Montreal, 1932. 


Guar 


